Medical 


QURNAL OF THE SOUTHERN MEDICAL ASSOCIATION 


SEPTEMBER, 1957 Volume 50 Number 9 


BRONCHIAL ADENOMAS: PROBLEMS IN DIAGNOSIS AND TREATMENT WITH 
PARTICULAR REFERENCE TO ROENTGENOLOGIC ASPECTS—Seymour Ochsner 
and Alton Ochsner 


TUMOR LOCALIZATION WITH RADIOISOTOPES—E. R. King and C. R. Henkelmann 


SELECTION OF CASES FOR VAGINAL HYSTERECTOMY AND OBSERVATIONS ON 
THE PELVIC REPAIR—Williamson Z. Bradford 


THE PLACE OF MILTOWN IN GENERAL PRACTICE—Walter |. Tucker 


FURADANTIN IN URINARY TRACT INFECTION: LONG-TERM FOLLOW-UP STUDY— 
Jack Hughes, William M. Copperidge, and Louis C. Roberts 


EXPERIENCES WITH VAGINAL DELIVERY FOLLOWING CESAREAN SECTION—H. L. 
Riva, W. L. Pickhardt, and J. L. Breen... 


THE MANAGEMENT OF SUBSTERNAL AND INTRATHORACIC GOITERS—Brian Blades 
and Paul C. Adkins. . 


EXPERIENCES IN THE USE OF CORDEX IN URETHRAL STRICTURES: A PRELIM- 
INARY REPORT—William H. Morse, Frank J. Malone, Jr., and Samuel L. Raines 


TERM BIRTH FOLLOWING THE CONSTRUCTION OF AN ARTIFICIAL VAGINA— 
Buford Word 


A NEW LOOK AT SARCOIDOSIS: A REVIEW OF CLINICAL RECORDS OF 160 
PATIENTS WITH A DIAGNOSIS OF SARCOIDOSIS—Edward Dunner, Martin M. 
Cummings, John H. Williams, Jr., Richard H. Schmidt, Jr., and John B. Barnwell 1141 


Continued on cover 2 


$1096 


SEPTEMBER 1957 


VOLUME 50 


Editor 
R. H. Kampmeier, M.D. 


Managing Editor 
V. O. Foster 


Business Manager 
Robert F. Butts 


EDITORIAL BOARD 


Surgery 
William F. Rienhoff, Jr., M.D. 


Neurology 
Psychiatry 
Sullivan G. Bedell, M.D. 


Orthopedics 
Lenox D. Baker, M.D. 


Proctology 
Curtice Rosser, M.D. 


Obstetrics 
Gynecology 
Willis E. Brown, M.D. 


Pediatrics 

Preston A. McLendon, M.D. 
Urology 

Charles Rieser, M.D. 
Dermatology 

John H. Lamb, M.D. 


Pathology 
J. F. A. McManus, M.D. 


General Practice 
Stanley A. Hill, M.D. 


OFFICERS 


President 
J. P. Culpepper, Jr., M.D. 


President-Elect 
W. Kelly West, M.D. 


First Vice-President 
Milford O. Rouse, M.D. 


Second Vice-President 
Oscar B. Hunter, Jr., M.D. 


Published monthly by the Southern 
Medical Association, Empire Build- 
ing, Birmingham 3, Alabama. An- 
nual subscription, $10.00. Single 
copies, $1.00 each. Copyrig t, 
Southern Medical Association, 1957. 


Entered as second-class matter at 
the Post Office at Birmingham, 
Alabama, under Act of March 3 
1879. Acceptance for mailing at 
special rate of postage provided 
for in Section 1103, Act of Oc- 
tober 3, 

ber 20, 1 


1917, authorized Decem- 
921. 


NUMBER 9 


Southern Medical Journal 


JOURNAL OF THE SOUTHERN MEDICAL ASSOCIATION 


Continued from cover 1 


BLOOD VOLUME DETERMINATIONS IN GASTROINTESTINAL HEMOR- 
RHAGE—Ivan C. Keever, Malcolm P. Tyor, and Julian M. Ruffin 


THE RELATIONSHIP OF LOW BACKACHE TO ANORECTAL DISEASE— 
R. Leeves McCarty 


USE OF SPINAL ANESTHESIA IN PRIVATE PRACTICE—A. J. Ochsner... 


RECENT TRENDS IN CATARACT SURGERY—Elbyrne G. Gill and Ronald 


INTRACRANIAL ANEURYSMS COMPLICATING PREGNANCY—Rex Bleakney 
THYROID DISEASE IN CHILDHOOD—Robert W. Buxton 
PERSISTENT PRURITUS VULVAE—Robert N. Creadick 


THE GROUND-BREAKING STORY 


Program 


Another Milestone 


Let Us Build 
Thank You—From the SMA Staff 


EDITORIALS 


Comprehensive Examination of the Large Bowel 


Graduate Education for General Practice 


TWENTY-FIVE YEARS AGO... 


DR. DAVISON HONORED... 


SOUTHERN MEDICAL NEWS........... 


BOOKS RECEIVED 


BOOK REVIEWS 


OFFICERS OF THE SOUTHERN MEDICAL ASSOCIATION 1956-1957 


1152 


1156 


160 


1168 


= 
| 
1183 
INSTRUCTIONS TO CONTRIBUTORS. ..... 
206 
* 
. 


wane 


VOLUME 50 


SOUTHERN MEDICAL JOURNAL 


A Dependable Antihypertensive 


“...by far the most effective 


and useful orally administered agent for reducing blood 
pressure . . . fully worthy of a trial in every case of 
essential hypertension in which treatment is thought 
necessary. The severe cases, which always need treat- 
ment, are as likely to respond as the mild.’’! 


1. Locket, S.: Brit. M.J. 
1:809 (Apr. 2) 1955. 


An Effective Tranquilizer, too 


“ |... relief from anxiety resulted in generally in- 
creased intellectual and psychomotor efficiency with 
a few exceptions.”’? Rauwiloid is outstanding for its 
nonsoporific sedative action in a long list of diseases 
burdened by psychic overlay. 


2. Wright, W.T., Jr., et al.: J. Kansas 
M. Soc. 57:410 (July) 1956. 


Dosage: Merely two 2 mg. tablets at bedtime. 


Rauwiloid is recognized as basal 
medication in all grades and types 
of hypertension. In combination with 
more potent agents it proves syner- 
gistic or potentiating, making 
smaller dosage effective and freer 
from side actions. 


Rauwiloid + Veriloid® 


In moderate to severe hyperten- 
sion this single-tablet combination 
permits long-term therapy with de- 
pendably stable response. Each tablet 
contains 1 mg. Rauwiloid (alseroxy- 
lon) and 3 mg. Veriloid (alkavervir). 
Initial dose, 1 tablet t.i.d., p.c. 


After full effect one tablet suffices. 


A logical first step when more potent drugs are needed 


Rauwiloid + 
Hexamethonium 


In severe, otherwise intractable hy- 
pertension this single-tablet com- 
bination provides smoother, less 
erratic response to hexamethonium. 
Each tablet contains 1 mg. Rauwi- 
loid and 250 mg. hexamethonium 
chloride dihydrate. Initial dose, 4% 
tablet q.i.d. 


Riker vos ancevs 
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RELIEF 
FROM 
ACNE 


an essential adjunct to treatment 


IN ACNE, Fostex Cream and Fostex Cake 


e degrease, peel and degerm the skin 

e unblock pores ... help remove blackheads 
e help prevent pustule formation 

¢ minimize spread of infection 


Fostex effectiveness is provided by Sebulytic® (sodium lauryl sulfoacetate, sodium 
alkyl aryl polyether sulfonate, sodium dioctyl sulfosuccinate) a new combina- 
tion of surface active cleansing and wetting agents with remarkable antiseb- 
orrheic, keratolytic and antibacterial action, enhanced by sulfur 2%, salicylic 
acid 2% and hexachlorophene 1%. 


Fostex is easy to use. The patient stops using soap on acne skin and starts 
washing with Fostex. Effective and well tolerated...assures patient acceptance 
and cooperation. 


FOSTEX CREAM for thera- FOSTEX CAKE for om 
peutic washing of the skin i maintenance therapy to lee 
in the initial phase of the > keep the skin dry and sub- % 


treatment of acne, when = stantially free of come- 
maximum degreasing and dones. 


peeling are desired. in 4.5 oz. jars in bar form 


WESTWOOD PHARMACEUTICALS 


Division of Foster-Milburn Co. 468 Dewitt Street Buffalo 13, New York 


~ 
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Bidrolar ... combines a natura/ laxative 
with an effective stool softener 
Bidrolar is effective combination therapy without the use of 


irritating bowel evacuants . . . and without the disadvantages and 
lack of peristaltic effect noted with the use of stool softeners alone. 


Bidrolar provides ox bile, a natural peristaltic stimulant that produces 
laxation without irritating the bowel . . . and dioctyl sodium 
sulfosuccinate, an effective stool softener that keeps feces 

soft for easy evacuation. 


Bidrolar stimulates the liver to increase the free flow of bile 
which in turn promotes natural hydration of the stool. 


Each Bidrolar tablet contains: Dioctyl Sodium Sulfosuccinate 
40 mg. and Ox Bile Extract 60 mg. 


Supplied in bottles of 30 and 100 tablets. 
Bidrolar battin 


THE ARMOUR LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 
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mg./ml. 


700 


new 


600 sulfonamide formula 
for urinary tract infections 


UNEXCELLED SOLUBILITY 
optimal concentrations at site of 
— infection; avoids crystalluria 


BROAD ANTIBACTERIAL RANGE 
active against wide range of urinary 
pathogens, including staphylococci, 
gonococci, Escherichia coli 


400—— QUICK SYMPTOMATIC RELIEF 
hyoscyamus component quickly 
relieves pain and burning 


FREEDOM FROM TOXIC EFFECTS 
low degree of acetylation; no forcing 
300-— Of fluids or alkalization needed 


Uronamide 


a Each tablet or 5-cc. tsp. provides Trademar 
\\\ 250 mg. sulfamethylthiadiazole, 
250 mg. sulfacetamide, and equiv. 
of 0.015 mg. alkaloids of 
Hyoscyamus niger. 


quite well 
bacterial spec 
trum is 


TABLETS 
SYRUP 


mide].. among 


DOSAGE: Adults—2 tablets or 2 tsp. 
id. first 2 days, thereafter, 
1 tablet or 1 tsp. q.i.d. 
Children — 1 cc. (16 drops) syrup 
per 10 Ib. body weight first 2 days, 
thereafter, 0.5 cc. (8 drops) per 
10 Ib. SUPPLIED: Tablets, 
bottles of 50 and 500. Syrup, 
50 1-pt. and 1-gal. bottles. 


e 
EATON & COMPANY 


Decatur, Illinois 


SULFAMETHYLTHIADIAZOLE 


SULFISOXAZOLE 


TRIPLE SULFA 


GRAPH OF COMPARATIVE SOLUBILITIES 
H 5.0 5.5 6.0 6.5 7.0 


4 
j 
“Sulfamethyl 
thiadiazole... 
effective chemo- 
therapeutic 
agentin 
tion...to d 
of sulfadime- 
tine ond 
\ 
but one of 
most effe tiv 
of the sulfona- 
mides against 
urinary tract 
pathogens. 
| | 
3 
etal.: South Ms 
Kerley, Le, and 
Headlee, C2 
J. Am. Pharm, A, 
(Scient. Ed. ) 


nearly all pruritus responds to topical “‘Meti’ steroid therapy... 


prednisolone, free alcohol 
CREAM 0.5% 


.../n inflammatory and allergic dermatoses 
about twice the potency of topical hydrocortisone 


OINTMENT 0.5% WITH NEOMYCIN 


...where secondary infection is a factor 
effective prophylaxis and adjunctive therapy 


Ge 


Formula: Each gram of Meti-Derm Cream contains 5 mg. (0.5%) of prednisolone, free alcohol, in a 
water-washable base. Meti-Derm Ointment with Neomycin contains 5 mg. (0.5%) prednisolone, 

and 5 mg. (0.5%) neomycin sulfate in a white petrolatum base. 

Packaging: Meti-Derm Cream 0.5%, 10 Gm. tube; Meti-Derm Ointment with Neomycin, 10 Gm. tube, 


MD-J-397 
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ROMILAR IS AT LEAST AS EFFECTIVE AS CODEINE 


Milligram for milligram, 


Romilar is equal to codeine 


in specific 


antitussive effect 


For avoiding unwanted side effects 


ROMILAR 1S CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 


or constipation 


Hoffmann-La Roche Ince Nutley*N. J. 


Romilar® Hydrobromide—brand of thorphan hydrobromi 
Syrup, Tablets, Expectorant (w/NH Cl) 


vo 
For controlling cough a 


| 
| 
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® 


(dihydroxy aluminum aminoacetate with belladonna alkaloids and phenobarbital) 


no wonder... 


It’s no wonder that of the many antacid- Here’sa startling adsorption story 
to the involving simultaneous admini 
medical profession, so many physicians have 

found MALGLYn the most consistent in clinical tration of antacid and spasmoly- 
effectiveness. tic drugs! 


RORY ALUMINUM AMINOACETS 


Al(OH); 
w/spasmolytic 
substantially 
reduces spasmolytic 
drug effect 


16.MG@, ALKALOIOS #6 MG. ALHALO!I 
B00 Me. Ac (oH), BOO MG. 


each tablet contains 
The above laboratory study clearly indicates that the antacid ALGLYN, 


dihydroxy 
contained in the MALGLYN formula, does not materially interfere aluminum 
‘ aminoacetate, °.8 GM. 
with the therapeutic effectiveness of its contained belladonna alka- N.N.R. 
loids. On the other hand, the marked adsorptive properties of otidene 
aluminum hydroxide renders its combination with belladonna alka- alkaloids 0.162 Ma. 
(as sulfates) 


loids both uneconomical and therapeutically unreliable. 
phenobarbital 16.2 
For both rapid and prolonged antacid effect, with 
consistently effective spasmolytic and sedative 
action, rely upon MALGLYN for treatment of fm ‘aminoacetate, N.N.R. 0.5 Gm per tablet). 

BELGLYN® (dihydroxy aluminum aminoacetate, 
peptic ulcer and epigastric distress. 


N.N.R., 0.5Gm. and belladonna alkaloids, 0.162 mg. 
per tablet). 


Specialities for the Medical Profession only 


BRAYTEN PHARMACEUTICAL COMPANY 


CHATTANOOGA 9, TENNESSEE 


“$75 me. dose- of atkalot 
° 


the first 
itab. 
stops pal 
all day 
all 


Di 


ya 
= 
4 
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at 
= 
‘ 


” Hyoscyamine Sulfate 

“Atropine Sulfate 
Hyoscine Hydrobro 
Phenobarbital gr) 


extended action tablets of Codeine with Donnatal® 
| restful, pain-free nights no up-and-down anal-. 
“sii more analgesia without more codeine 
‘ver codeine side effects multiple analgesic 
“efits for most patients lasting for 10 to12hours. — 
"tinuous analgesia for 10 to 12 hours, it replaces” 
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new... 
unique 
one-step additive vial | 
saves time, labor and 
money in your hospital 


NO AMPULES...NO NEEDLES 
..-NO SYRINGES 


Simply remove tamperproof cover of INCERT 
and push sterile plug-in through large hole in 
stopper of solution bottle. It’s that easy... 
and a completely closed, sterile system. 


NOW AVAILABLE 
IN INCERT SYSTEM 
FOR ADDITION TO 

PARENTERAL SOLUTIONS 

VI-CERT— 

Lyophilized B vitamins with C. 

SUCCINYLCHOLINE CHLORIDE SO- 


EXCLUSIVE HOSPITAL-USE FEATURES 


, LUTION—for skeletal muscle relaxa- 
CONSERVES TIME — Instantaneous automatic sup- tion, 500 mg. in 5 ce.'sterile solution; 
plementation of bulk parenteral solutions. ‘ 1000 mg. in 10 cc. sterile solution. 


COMPLETELY STERILE—Closed system, from prepa- 


ration to administration. cc. sterile solution. 40 mEg. K* and 
Cl- (3.0 gm.) in 10 cc. sterile solution. 


ECONOMICAL—Cuts labor and expense by eliminating POTASSIUM PHOSPH ATE SOLUTION 
ampules, needles and syringes. —30 mEg. Kt in 10 ce. 
sterile solution. | 


SIMPLE TO USE—A foolproof system that eases the CALCIUM LEVULINATE SOLUTION— 


hospital care load. 10% solution, 1.0 gm. (6.5 mEg. of 
calcium in 10 cc. sterile solution). 


INCERT SYSTEM is an original develop- I | 
ment of Travenol Laboratories, Inc. Complete U 
literature and samples on request. 


TRAVENOL LABORATORIES, INC. 
Pharmaceutical Products Division of BAXTER LABORATORIES, INC. 


10 
| pin th 
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= | (prednisolc 
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2. Kut 


in the eyes of industry 
more visible results... 
more man-hours saved 


OPHTHALMIC SUSPENSION 


(prednisolone acetate and sulfacet 
antiallergic... antibacterial .. 


VISIBLE RESULTS, MORE QUICKLY—Prednisolone, 
the corticosteroid component in METIMYD, acts 
more rapidly on topical application in the eye 
than either hydrocortisone or cortisone.* 


MORE MAN-HOURS SAVED—Sulfacetamide sodium, 
the sulfonamide component in METIMYD, 
possesses unsurpassed antibacterial activity for 
ophthalmic use. In extensive clinical use it has 
reduced the number and duration of return visits,” 
thereby saving precious man-hours. 


and especially for 
nighttime use and 
as a protective 
dressing 


METIMYD 
OINTMENT with 
NEOMYCIN 


“Meti’’* steroid plus potentiated antibacterial action 


References 


1. King, J. H., Jr.; Passmore, J. W.; Skeehan, R. A., Jr., and Weimer, J. R.: Tr. Am. 
Acad. Ophth. 59: 759, 1955. 


2. Kuhn, H. S.: Tr. Am. Acad. Ophth. 55:431, 1951. - 
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AGE...In older people, chronic constipation and 
biliary dyspepsia are often the result of decreased 
food and water intake, physical inactivity, intes- 
tinal muscle atonicity, increased anorectal dis- 
orders, biliary stasis. 


OCCUPATION ... Among sedentary workers, 
chronic constipation and impaired digestion are 
often the result of lack of exercise and improper 
eating habits which retard normal peristaltic ac- 
tion in the gastrointestinal tract. 


Tablets of Caroid and Bile Salts with Phenolphthalein are specifically formulated 
to provide a 3-way, comprehensive approach to the problem of impaired diges- 
tion and elimination. 


1. CHOLERETIC : Bile salts stimulate biliary flow for 
: improved fat emulsification while 
2. DIGESTANT : Caroid steps up protein digestion up 
: to 15%. Gentle stimulant laxatives 
3. LAXATIVE =: induce formed, easily passed stools. 


For patients who cannot or will not be managed by diet and exercise, Caroid and 
Bile Salts helps establish normal physiological patterns. 


samples available on request 


AMERICAN FERMENT COMPANY, INC., 1450 BROADWAY, NEW YORK 18, N. Y. 
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SULFASUXIDINE®-NEOMYCIN SUSPENSION WITH KAOLIN AND PECTIN 


The urgency of sudden diarrheal spasm is quickly 
controlled with CREMOMYCIN. Both bacillary 
and nonspecific diarrheas respond to palatable 
CREMOMYCIN— often after only a few doses. 
Neomycin and Sulfasuxidine have an antibacte- 
rial action which is concentrated in the gut. 
Kaolin and pectin soothe the inflamed mucosa, 
adsorb the toxins, quiet the irritated intestine. 


MERCK SHARP & DOHME 


DIVISION OF MERCK & CO., INc., PHILADELPHIA 1, PA. 


: 


safe...for your little patients, too 


“a definite relaxant effect”! vo 
With Nostyn “...almost without exception the children responded by becoming more ame- 
nable, quieter and less restless.””! 


without depression, drowsiness, motor incoordination 
“The most striking feature is that this drug does not act as a hypnotic....”! “No toxic side- 
effects were noted, with particular attention being paid to the hematopoietic system.”? 


dosage: Children: 150 mg. (% tablet) three or four times daily. Adults: 150-300 mg. (% to 1 tablet) 
three or four times daily. 
supplied: 300 mg. scored tablets, bottles of 48 and 500. 


(1) Asung, C. L.; Charcowa, A. L, and Villa, A. PR: Sea View Hosp. Bull. 26:80, 1956. (2) Asung, C. L.; Charcowa, A. L, and 
Villa, A. PR: New York J. Med. 57:1911 (June 1) 1957. (3) Report on Field Screening of Nostyn by 99 Physicians in 1,000 “@ 
Patients, June, 1956. 


A) AMES COMPANY, INC : ELKHART, INDIANA 


calmative Nostyn: 


Ectylurea, AMES 
(2-ethyl-cis-crotonylurea) 


shy “of value in the hyperactive as well 


as the emotionally unstable child” 


Ad 
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She’s nervous—and depressed at the same time: “‘I just can’t 
get interested in anything.” 


You feel that a ‘‘tranquilizer’’ will probably relieve her nervousness 
—but not her depression. On the other hand, stimulants will relieve 
the depression—but may magnify her nervousness. 


In this type of patient, a clinical trial with Dexamyl* often produces 
gratifying results. ‘Dexamyl’ relieves both anxiety and 

depression and imparts to your patient a sense of cheerfulness, 
optimism and assurance. A combination of Dexedrine* (dextro- 
amphetamine sulfate, S.K.F.) and amobarbital, ‘Dexamyl’ is 
available as tablets, elixir, and Spansule* sustained release 

capsules (two strengths). 

Made only by Smith, Kline & French Laboratories, Philadelphia. 


*T.M. Reg. U.S. Pat. Off 
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NeW injectable enzyme with 


/ 
/ 
/ 


/ systemic 


ANTI-INFLAMMATORY 


action 


CHYMAR is preventive as well as therapeutic 


Indicated in all conditions in which inflammation and edema retard healing or present 


a danger to the involved organ. 


WHAT CHYMAR DOES 

Reduces and Prevents: Inflammation from 
any cause. Traumatic and infectious 
edema. Pain from inflammation and 
swelling « Hastens: Absorption of blood 
and lymph effusions « Restores: Circula- 
tion « Promotes: Healing « Augments: 
Action of antibiotics. 


What CHYMAR is: Chymar is a suspen- 
sion of chymotrypsin in oil. 


WHY CHYMAR IS SAFE 

No known contraindications or incompat- 
ibilities— 

No influence on blood clotting—no pain 
on injection as a rule—no spread of in- 
fection. 


Dosage and 
Administration 


Inject 0.5 cc. of Chymar 
intramuscularly 1 to 3 

times daily until clinical 
improvement is obtained. 


Reduce number of 
injections as patient's 
response permits. 

In chronic or recurrent 
inflammation: 0.5 cc. of 
Chymar once or twice 
weekly. 

Supplied in 5 cc. vials. 
Each cc. contains 5000 
units of proteolytic 
activity. 


f THE ARMOUR LABORATORIES 4A DIVISION OF ARMOUR AND COMPANY © KANKAKEE, ILLINOIS 
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-ELSUN a medical answer to a medical problem 


St N the most effective treatment known for dandruff 


| 


simple, agreeable to use 


SELSUN controls symptoms in 81-87% of seborrheic dermatitis and 92-95% of 
simple dandruff cases. Because you need only add it to the regular hair washing 
routine, SELSUN is simple and pleasant to use—no messy ointments, no daily 
care. And relief begins with the first few applications. Once symptoms are con- 
trolled, each application affords up to four weeks’ continued relief. SELSUN is 
available at pharmacies everywhere on prescription only, 


in 4-fluidounce plastic bottles, complete with directions. (J bbott 


*Selsun (Selenium Sulfide, Abbott) 


OTINT 

WALLACE BASSFORD 3 
QTIN | 
JUL IU LY 
\ 
| 
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OU 


THE RIGHT AMOUNT OF IRON 


Ferrous Sulfate, U.S.P................. 1.05 Gm. 
(Elemental! lron—210 mg.) 


PLUS THE COMPLETE 8B COMPLEX 


BEVIDORAL®. 1 U.S.P. Unit (Oral) 
(Vitamin By with Intrinsic Factor Concentrate, Abbott) 
Thiamine Mononitrate...................5. 6 mg. 
Pyridoxine Hydrochloride ................. 3 mg. 
Caicium Pantothenate..................... 6 mg. 


PLUS VITAMIN C 


anemia of puberty 


another indication for er fe) | 


potent antianemia therapy 
plus the comp/ete B-complex 


Obbot 


79018 
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stops nausea and vomiting— 


mild and severe— 


from virtually any cause 


tablets, ampuls, Spansule* capsules 


Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. for prochlorperazine, S.K.F. 
'T.M. Reg. U.S. Pat. Off. for sustained release capsules, S.K.F. 
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..- for trips without trouble 


Dramamine’ 


Brand of Dimenhydrinate 


MOUON 


SICKNESS 


‘¢Dramamine (Searle) is still 
the most popular because 

of its lack of side reactions 
and almost no contraindica- 
tions to its use. It acts both 
as a preventive and a cure for 
seasickness or motion sick- 
ness. Rectal administration 
proved as effective as oral 
administration for those who 
could not retain the. . . [tablet] 
when given orally.’ 


Rehfuss, M. E., and Price, 
A. H.: A Course in Practical 
Therapeutics, ed. 3, 
Baltimore, The Williams & 
Wilkins Company, 1956, 

p. 534. 
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Achrocidin 


TETRA 


ACHROCIDIN is a_ well-balanced, 


treating acute upper respiratory infections. 


comprehensive formula for 


Debilitating symptoms of malaise, headache, pain, mucosal 
and nasal discharge are rapidly relieved. 


Early, potent therapy is offered against disabling complications 
to which the patient may be highly vulnerable, particularly 
during febrile respiratory epidemics or when questionable middle 
ear, pulmonary, nephritic, or rheumatic signs are present. 


ACHROCIDIN is convenient for you to prescribe—easy for the 
patient to take. Average adult dose: two tablets, or teaspoonfuls 
of syrup, three or four times daily. 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. 


*Reg. U.S. Pat. Off. 


tablets 


ACHROMYCIN ® Tetracycline . 
. 120 mg. 


Phenacetin 
Caffeine . 
Salicylamide . 
Chlorothen Citrate 


Bottle of 24 


syrup 


ANTIHISTAMINE-ANALGESIC COMPOUND 


125 mg. 


30 mg. 


= 150 mg. 


25 mg. 


Each teaspoonful (5 ce.) contains: 


ACHROMYCIN ® Tetracycline 


equivalent to tetracycline HCl 125 mg. 


Phenacetin . 
Salicylamide . 
Ascorbic Acid (C) 
Pyrilamine Maleate . 
Methylparaben . 
Propylparaben . 


. 120 mg. 
. 150 mg. 


25 mg. 
15 mg. 
4 mg. 
1 mg. 


Available on prescription only 


PEARL RIVER, NEW YORK Lederie) 


pt 
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you can treat HAY FEVER 


and other seasonal allergies 


easily with 


ACTH provides quick relief in hay fever, 
poison ivy, poison oak, sumac, asthma, and 
other summertime allergic manifestations. 
To achieve that relief with maximal conven- 
ience and ease, use Cortrophin-Zinc. Each 
Supplied in 5-ce vials, each ce injection lasts at least 24 hours in the most 
comeing 0.6.7. acute cases to 48 and even 72 hours in milder 
cases, meaning fewer injections and less total 
ACTH dosage. And Cortrophin-Zinc is easy 
to use, since it is an aqueous suspension 
which requires no preheating and flows easily 
through a 24-26 gauge needle. 


*T.M.—Cortrophin 
{Patent Pending. Available in other countries as Cortrophine-Z. 


Cartophin Zinc an Organon development 


ORANGE, NEW JERSEY 
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OSM 


wn in the center of the South's 
most progressive area, Amsco-Hospital 
Liquids adds the facility of ‘neighborhood 
service” to the ultimate in product purity, 
accuracy and convenience of 


administration. 


gs skilled technicians in our 
Milledgeville laboratories have served 
nearly a quarter of a century of 
progressively advancing hospital ' 
‘standards. Supplementing their accumu- 
lated knowledge are the considerable 
tesources of the American Sterilizer 
Research Laboratories and the findings of 
-our affiliated solution laboratories at 


Havana, Cuba and Caracas, Venezuela. 


@ Hospitals which do not make their own 
parenteral solutions will find Amsco-Hospital 
Liquids a dependable and easy-to-work-with 


source of supply. 


Write for our newly revised catalog and price list. 


HOSPITAL 


INC. 
MILLEDGEVILLE*GEORGIA 
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in asthma, 


plus 


Potassium iodide*, repeatedly affirmed a very 
useful drug in asthma,!.2,3,4,5 plus aminophylline, 
ephedrine, phenobarbital 


a buffer for tolerance, Mudrane is an exception- 
ally well preparation with a_near- 
neutral pH 


a better balanced formula—more phenobarbital 
(1/3 grain) and less ephedrine (1/4 grain) 
avoids ephedrine nervousness and makes Mudrane 


slightly sedative 


FORMULA 

Potassium Iodide* . 
Aminophylline . . 
Ephedrine HCl. . 
Phenobarbital . . 


BOTTLES 36 AND 100 TABLETS 


DOSAGE 
One tablet with full glass of water, 3 or 4 times 
a day 


*6 drops saturated solution potas- BIBLIOGRAPHY 
sium iodide equivalent in each 1. in 3. J.A. 
Mudrane tablet Cecil & Loeb, 8th Ed. 
2. Barach,A.L.,J.A.M.A.; J.A.M.A.3 
147:730-7 146:1480-86 


5. Banyai, A.M.A.; 
148 7501-4 


Wm. P. Poythress ee 


ETHICAL PHARMACEUTICALS ¢ RICHMOND 17, VIRGINIA 
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trichotine 


a detergent...a bactericide and fungicide... 
an antipruritic...an aid to epithelization... 
an aesthetic and psychosomatic adjunct 


Trichotine douches — incorporating the multiple 
advantages of sodium lauryl sulfate with the recognized 
values of other specific or adjunctive agents — may 

be prescribed as often as required in cases of nonspecific 
vaginitis and leukorrhea, subacvte and chronic 
cervicitis, senile vaginitis, trichomoniasis, and moniliasis; 
hot packs are often quickly effective in pruritus vulvae. 


Concentrated solutions are useful for clean-up or swab 
treatment in the physician’s office. 


the 24-hour vaginal pH stabilizer 


The therapeutic value of continual maintenance 

of normal vaginal pH (4.0 to 4.5) is widely recognized 
in the treatment of monilial, trichomonal, and 
nonspecific bacterial infections and in cervicitis. 


One Vacid insert suppository will hold the pH of the 
vagina at the normal physiologic level for 24 hours. 
Symptomatic relief is noted usually the first day and 
progressive improvement continues until Doderlein 
bacilli replace the infecting organisms — usually 
within 7-14 days. 


Samples and literature on request... Full details in PDR. 


The Fesler Co., Inc. Stamford, Conn. 
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use Sotradecol 


if your patient... 


«has secondary varicosities 


«has a negative Trendelenburg 


Safety is a singular feature of Sotradecol . . . a recent investigation* 
recorded that 187 patients received 2,249 injections without a single 
instance of allergic or systemic reaction. A five year follow-up re- 
vealed that 142 patients (77.7%) required no further therapy. An 
added advantage is that your patient can remain ambulatory. 


Successful use of Sotradecol is facilitated by a simple technique de- 
scribed in a booklet “Sotradecol in Sclerotherapy for The Office 
Management of Varices.” 


Write for your copy . . . today. 


MALTBIE LABORATORIES DIVISION © WALLACE & TIERNAN INC. 
Belleville 9, N. J. 


*Steinberg, M. H.: Angiology 6:519 (Dec.) 1955. 
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Veins fill slowly Filling not Veins dilated but Injecti 
from below accentuated valves competent a 
Veins fill rapidly Filling not Valves of communicating Iniecti 
from below accentuated veins are incompetent uae 
ome Saphenofemoral valve 
Veins fill slowly Rapid filling ae P 
and valves of superficial Operation 
from below from above veins are incompetent 
Veins fill rapidly Filling accentuated Incompetence of . 
from below from above all valves Operation 


Hyman, H. T.: An Integrated Practice of Medicine, Philadelphia, W. B. Saunders Company, vol. 4, 1947, p. 3941. 


Supplied: 1% and 3% solutions in 30 cc. multidose vials. 


Sotradecol’ 


(Sodium Tetradecyl Sulfate) 
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j He used to fuss and fume when traffic slowed him down. Now he 
m7 relaxes—his pace of living has been ‘‘calmed down’”’—since his 
doctor prescribed 


Life Butiserpine 


That’s the tranquilizing-sedative-hypotensive effect 
. BUTISERPINE has on tense, highstrung patients. Its Butisol 
without component quickly induces a more reasonable, tranquil attitude. 
This gives the reserpine component a chance to build up to its 

maintenance tranquilizing effect. 


Frenz 4 Now you can prescribe Butiserpine also in its delightful Elixir 


form. Each tablet or teaspoonful of elixir contains: 


BUTISOL SODIUM? 15 mg. (% gr.) 
Butabarbital Sodium 
Reserpine 0.1 mg. 


Butiserpine 


Tablets 


Elixir 5 | | 
Prestabs* Butiserpine R-A (Repeat Action Tablets) 


*Trade-mark 


Laboratories, Inc. 
Philadelphia 32, Pa. 
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RELIEF OF INFLAMMATIONS 
AND ACUTE UPSETS OF THE 
GASTROIN 


TESTINAL TRACT 


ATROPINE SULFATE 


EVERY 3 OR 4 HOURS 


designe 
| USUAL ADULT DOSE ' VANPELT & BROWN, INC. Ve 
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only ynatan: can give you... 


Irwin, Neisler 


therapeutic 


To serve your patients today—call your 
pharmacist for any additional information 
you may need to help you prescribe Seco- 
Synatan and Synatan. 


For prescription economy, prescribe 
Synatan and Seco-Synatan in 50’s. 
*Garrett, T. A.: Clin. Med. 3: 1185 (Dec.) 1956. 


IRWIN, 


each Synatan tabule contains tan- 
phetamin (dextro-amphetamine 
tannate) 17.5 mg. 


Seco-Synatan contains Synatan 17.5 
mg. and secobarbital 35.0 mg. 


dosage: One or two tabules at 10:00 
a.m. for all day control. 


NEISLER & CO. DECATUR ILLINOIS, 


overstimulation... 
rs 4 the smoothest amphetamine compound you can use 
A 
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Wz 


is the word 


for Noludar 


Mild, yet positive in 


action, Noludar 'Roche' 


is especially suited 


for the tense patient 


who needs to relax and 


remain clear—headed— 


or for the insomniac 


who wants a refreshing 


night's sleep without 


hangover. Not a 
barbiturate, not habit— 
forming. Tablets, 

50 and 200 mg; elixir, 


50 mg per teasp. 


Noludar® brand of methyprylon 
(3,3-diethy1-5-methyl- 
2,4-piperidinedione) 


Original Research in 
Medicine and Chemistry 


ROCHE 
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¢ Mobilizes edema...prevents fluid accumulation * 6-12 
hour diuresis on a single, oral dose * No cumulative 
effects, excretion within 12-14 hours With These “Extra” 
Patient Benefits ¢ Oral dosage ¢ Convenience of 
daytime diuresis, nighttime rest ¢ Virtually no serious 


side effects Economical 


NON-MERCURIAL 


DIAMOX is outstandingly effective in a vari- 
ety of conditions: cardiac edema, glaucoma, 
epilepsy, toxemia of pregnancy, obesity with 
edema, premenstrual tension. 


Acetazolamide ‘Lederle 


LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, NEW YORK a> 
*Reg. U.S. Pat. Off. 
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Antivert 


stops 
vertigo 


in 9 out of 10 patients’ 


Each tablet contains: 
MECLIZINE (12.5 mg.) 


A GLANCE AT —the most effective of the 


antihistaminics in the control 


THE FORMULA of labyrinthine sensitivity” 


AND 


SHOWS 
NICOTINIC ACID (50 mg.) 
2 REASONS “ —a proven vasodilator 
or used frequently in 
WHY... treating vertigo* 


Dosage: One tablet t.i.d. before meals. 
In bottles of 100 blue and white scored 
tablets. Prescription only. 


References: 1. Menger, H.C.: Clin. Med. 4:313 
(March) 1957. 2. Charles, C. M.:; Geriatrics 

2:110 (March) 1956. 3. Shuster, B. H.: Med. Clin. 
of N. Amer. 40:1787 (Nov.) 1956. 


New York 17, New York 
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The leading symptom is: Would you 
prefer to receive only that pharmaceutical 
product information which you request? 
Presuming that you might, we’re offering 
a method for you to control your mail. 

Currently, we’re sending no regular 
mailings for product promotion. But, of 
course, the information is available. Simply 
write on your R blank the names of the 
Massengill products you’re interested in, 
and mail it to us. Forthright, we'll for- 
ward the literature. 

Just to remind you, over the page we’ve 
listed a number of the leading Massengill 
pharmaceutical products. Please write to 
us, if you want more information about 
any of them. 


THE 
S. E. MASSENGILL 
COMPANY 


Bristol, Tennessee 


please turn the page 


| We're troubled with a quandary syndrome | 


THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 


Obedrin” To help the overweight patient establish 
correct eating patterns. 


Homagenets* The only solid homogenized vitamins. 
Three formulas: prenatal, pediatric, and therapeutic. 


Livitamin® The preferred hematinic, with peptonized 
iron. 


Salcort® Cortisone-salicylate therapy, without undesir- 
able side reactions. 


Massengill® Powder The non-irritating douche which 
enjoys unusual patient acceptance. 


Aminodrox® Wider usefulness for aminophylline. De- 
pendable, convenient oral therapy. 
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In Angina Pectoris 


The Attacks Lessen and 
The Patient Loses His Fear 


Pentoxylon 


ach long-acting tablet provides the sustained coronary vaso- 
dilating effect of 10 mg. pentaerythritol tetranitrate (PETN) 
as well as the tranquilizing, anxiety-relieving and pulse-nor- 
malizing action of 0.5 mg. Rauwiloid® (alseroxylon). 


* Reduces incidence of attacks 
* Reduces severity of attacks 


* Reduces or abolishes need for 
fast-acting vasodilating drugs 


¢ Reduces tachycardia 


* Reduces blood pressure in hyper- 
tensives, not in normotensives 


* Increases exercise tolerance 


¢ Produces demonstrable ECG 


improvement 
Dosage: One to two tablets * Exceptionally well tolerated 
q.id. before meals 


and on retiring. * Minimal side actions 


LOS ANGELES 


| 
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When you chronic constipation 


biliary dysfunction 


CHRONIC CONSTIPATION MAY SIGNAL 
A FUNCTIONAL BILIARY STASIS... 


especially when accompanied by other symptoms of dyspep- 
sia...with no evidence of an organic problem. 


In many instances, the patient will respond effectively to 
Neocholan therapy which insures free passage of essential 
bile salts into the duodenum. In such cases relief of constipa- 
tion and other symptoms is accomplished with gratifying 


promptness, 

Each Neocholan tablet supplies: — 1 or 2 tablets t.i.d. with meals. 
Dehydrocholic acid 250 mg. (3 3/4 gr.) As symptoms improve, 1 or 2 tablets 
Homatropine Methylbromide 1.2 mg. (1/50 gr.) daily. 

Phenobarbital 8.0 mg. (1/8 gr.) Bottles of 100 coated, yellow tablets. 


PITMAN-MOORE COMPANY 


Division of Allied Laboratories, Inc. ° Indianapolis 6, Indiane 
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EVEN STUBBORN 
TRICHOMONIASIS YIELDS TO 


TTRICOKFU RON: 


“TWO STEP" TREATMENT 


You can assure thorough eradication of 
trichomonads as well as rapid relief from itching 
and burning with this combined therapy: 


STEP 


Control in your office—to minimize 

patient failures: TRICOFURON VAGINAL POWDER 
(0.1% Furoxone®, brand of furazolidone, 

in an acidic powder base). Applied 

by the physician at least once 

a week, except during menstruation. 


NEW for easy insufflation: 

plastic “puffer” bottle of 15 Gm., 
supplied with 3 sanitary disposable tips. 
Also available: glass bottle of 30 Gm. 


STEP 


Continued home use to maintain trichomona- 
cidal action: TRICOFURON VAGINAL SUPPOSITORIES 
(0.25% Furoxone in a water-miscible base). 


Employed by the patient each morning 
and night the first week and each 

night thereafter—through one cycle, 
including the important menstrual days. 


Box of 12, each hermetically sealed in green foil. 
wh Se The Antimicrobial Nitrofurans—Products of Eaton Research 


° 
EATON LABORATORIES 2) NORWICH, NEW YORK 
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fora Spastic 


integrated relief... TABLETS (yellow, coated), each containing 
mg. Trasentine® hydrochloride phenine 
mild sedation ; hydrochloride CIBA) and 20 mg. phenobarbital. 
CIBA visceral spasmolysis 


Summit, N. J. mucosal analgesia por 
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POSTOPERATIVE RETENTION 
OF FLATUS AND FECES 


prevent it...relieve it ¢ 


LOPAN 


(PANTOTHENYL ALCOHOL, WARREN-TEED) 


* Coenzyme A is essential to formation of acetylcholine, the substance re- 
quired for normal peristalsis. And, pantothenic acid is a principal component of 
coenzyme A. Surgical stress appears to increase the physiologic requirement for 
pantothenic acid . . . Fortify your patient with ILOPAN to provide an ample supply 
of this important component of coenzyme A in order that adequate acetylation of 
choline may be assured. 


Cholinergic agents are frequently unreliable. For satisfactory gastro- 
intestinal function acetylcholine must be formed physiologically. 


ILOPAN (Pantothenyl Alcohol, Warren-Teed) is safe and well tolerated 
when given intramuscularly—permitting routine administration by the nursing staff 
—affording a physiologic action. Its high solubility permits effective dosage in con- 
centrated form. Numerous clinical reports support the postoperative parenteral use 
of pantothenyl alcohol. Literature available upon request. 


How Supplied: 2 cc. (500 mg.) ampuls and 
10 cc. (250 mg. per cc.) vials 


THE WARREN-TEED PRODUCTS COMPANY 
COLUMBUS 8, OHIO 


WARREN - TEED 


Dallas Chattanooga Los Angeles Portland 
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‘Rhinall Nose Drops for Sinusitis, Allergic Rhinitis and Colds 
‘Safe for children and adults 7 on 


No burning or irritation 
No bad taste or. after reactions %: 


_ No risk of sensitization 


For convenience, also available in 14 ounce plastic spray bottle. 


_RHINOPTO, COMPANY, DALLAS, TEXAS 
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| Phenylephrine Hydrochloride 0.15% 
Ethical Spe cialtie: for the Profession an isotonic saline menstruum 
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TENSION © SENILE ANXIETY MENOPAUSAL SYNDROME ANXIETY ri PREMENSTRUAL TENSION © 
PHOBIA HYPOCHONDRIASIS ‘TICS FUNCTIONAL G. I. DISORDERS PRE-OPERATIVE ANXIETY 
HYSTERIA — PRENATAL ANXIETY - AND ADJUNCTIVELY IN CEREBRAL ARTERIOSCLEROSIS 


PEPTIC ULCER HYPERTENSION COLITIS 


NEUROSES DYSPNEA INSOMNIA 


perhaps the safest ataraxic known 


MINDATARAX 


New York 17, New York 


(BRAND OF HYOROXYZINE) 


Tablets-Syrup 


Consider these 3 ATARAX advantages: 


© 9 of every 10 patients get release from tension, 
without mental fogging 

@ extremely safe—no major toxicity is reported 

@ flexible medication, with tablet and syrup form 


Supplied: 

In tiny 10 mg. (orange) and 25 mg. (green) 
tablets, bottles of 100. 

ATARAX Syrup, 10 mg. per tsp., in pint bottles. 
Prescription only. 


on thousands of case 
mg. (tt.d.) 
TEMPER TANTRUMS HOSPITAL FEAR AND ADJUNCTIVELY IN ASTHMA ENURESIS 
> 


one dose 
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announcing... 
a new practical 
and effective method 
for lowering blood 
cholesterol levels... 


Arcofac 


Just one dose a day effectively 
lowers elevated blood cholesterol 


... while allowing the patient 
to eat a balanced ... nutritious... 
and palatable diet 


Each tablespoonful of emulsion contains: 
Mixed tocopherols (Vitamin E) 11.5 mg. 


(sodium benzoate as preservative) 


Arcofac is effective in small doses 
and is reasonable in cost 
to the patient 


THE ARMOUR 
LABORATORIES 


A DIVISION OF ARMOUR AND COMPANY 
KANKAKEE, ILLINOIS 


Armour...Cholesterol Lowering... Factor 
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Not every patient with poison 4a . 


ivy or similarly distressing 
summer skin problems will come to see you— 


Those who do deserve this effective treatment 
which only you can prescribe— 


tiorinetf- 


Florinef (Squibb Fludrocortisone Acetate) with (Squ 


the most effective antipruritic, anti-inflammatory agent known, 
plus antibiotic action against secondary bacterial invaders 


Only 2 or 3 drops of Florinef-S Lotion, or 4 inch of Florinef-S Ointment, 
will provide your patients with prompt, welcome relief of itching and 
inflammation, hasten the healing process, discourage scratching, and act 
prophylactically or therapeutically against secondary bacterial invaders. 
NEVER BEFORE HAS SO LITTLE MEDICATION PROVIDED SO MUCH RELIEF. 


Florinef-S Lotion, 0.05% and 0.1%, 15 cc. plastic squeeze bottles; Florinef-S Ointment, 
0.1%, 5 Gm. and 20 Gm. tubes. 


Also available: Florinef-S Ophthalmic Suspension, 0.1%, 5 cc. dropper bottles; 
Florinef-S Ophthalmic Ointment, 0.1%, 3.6 Gm. tubes with ophthalinic tip. 


Squibb Quality —the Priceless | ingredient AND ‘SPECTROCIN’® ARE SQUIBB TRADEMARKS 
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SEARLE STEROID 
RESEARCH ANNOUNCES 


BRAND OF NORETHYNODREL WITH ETHYNYLESTRADIOL 3-METHYL ETHER 


new oral synthetic endometropin 
for control of menstrual irregularities 


Enovid contains norethynodrel, a new synthetic endometropic steroid 
with strong progestational and slight estrogenic activity. The estrogenic 
activity is enhanced by ethynylestradiol 3-methyl ether. 

Enovid simulates the normal ovarian activity necessary to the main- 
tenance of regular menstrual cycles. 

Acting on the endometrium, the vaginal mucosa and the anterior pitui- 
tary, Enovid therapy has proved effective in the regulative control of 
such irregularities as primary and secondary amenorrhea'-*, dysmen- 
orrhea*, prolonged or excessive menstrual bleeding’: and distressing 
premenstrual tension$. 


q 
| 
44 
\ 
| 
| 
| 
i] 
| 
| 
i| 
| 
| 
1! 
|| 
| 
J 


VOLUME 50 


SOUTHERN MEDICAL JOURNAL 


INDICATIONS AND DOSAGE GUIDE FOR ENOVID 


SECOND AND THIRD 


Luteal Phase day 15 to day 25 


CONDITIONS FIRST CYCLE SUCCEEDING CYCLES 
— ne > One tablet daily for 20 days to One tablet daily from day 

+a vos establish cycle 5 to day 25* 

é One or two tablets daily to day 25 
Metrorrhagia or for 10 days to establish cyclet Same as above 
Menorrhagia dally through Same as above 
Oligomenorrhea per a Same as above 
One tablet daily f 

Premenstrual One tablet daily from _ 

Tension day 15 to day 258 Some for Seat 
Inadequate One tablet daily from 


Same as for first cycle 


*The administration of Enovid prior to day 15 
may interfere with ovulation and if this is un- 
desired, day 15 to day 25 may be substituted. 


tIf the patient is bleeding when first seen, two 
tablets will usually control the bleeding. In some 
patients less severe bleeding may be controlled 
with one tablet. The dosage used should be con- 
tinued through the remainder of the cycle. 


REFERENCES: 


1. Southam, A. L.; 2. Roland, M.; 3. Kupperman, H. 
S., and Epstein, J. A.; 4. Weinberg, C. H.: Papers 
Presented during a Symposium on Steroid Com- 
pounds Exhibiting Progestational Effects, Chi- 
cago, Searle Research Laboratories, January 23, 
1957, to be published. 5. Heller, C. G.: Internat, 


FORMULA: 


Each 10-mg. tablet of Enovid contains norethy- 
nodrel, a new synthetic steroid, and 0.15 of ethy- 
nylestradiol 3-methyl ether. 

"TRADEMARK OF G. D. SEARLE CO. 


SEARLE 


If dysmenorrhea is due to endometriosis, a 
special dosage schedule is required; Kistners 
suggests 10 mg. daily for two weeks, 20 mg. 
daily for two weeks, 30 mg. daily for two weeks 
and 40 mg. daily for two to five months. 


§HellerS recommends one tablet every twelve 
hours from day 5 to day 25 for two or three 
cycles. 


Rec. Med. 169:760 (November) 1956. 6. Kistner, 
R. W.: The Use of Newer Progestins in the Treat- 
ment of Endometriosis—A Pseudopregnancy, Sec- 
tion on Obstetrics and Gynecology, American 
Medical Association, New York, June 5, 1957. 


Supplied in uncoated, scored, coral-colored 
tablets. 


’ G. D. Searle & Co., Chicago 80, Illinois. 


Research in the Service of Medicine 
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FOR OVER QO YEARS 


HASKELL’S 


BELBARB 


has provided Safe, Effective Spasmolysis and Sedation 


NOW IN 5 CONVENIENT DOSAGE FORMS 


Belladonna 
Phenobarbital Alkaloids Supplied 
] BELBARB No. 1 hyoscyamine, | Bottles of 100, 500 
per tablet V4 gr. atropine, and 1,000 tablets 
D BELBARB No. 2 and Bottles of 100, 500 
per tablet Vy gr. scopolamine and 1,000 tablets 
3 BELBARB-B in fixed Bottles of 100, 500 
with B Complex Supplement* \, gr. pooper, and 1,000 tablets 
4. BELBARB Elixir Bottles containing 
per fluidrachm (4 cc) Yy gr. equivaientto 1} pt. and 1 gal. 
- Tr. Belladonna, 
5 BELBARB Trisules 1 Trisule is equivalent to Susie Bottles of 30 and 100 
3 Belbarb tablets Trisules 


*Thiamine Hydrochloride — 5 mg., Riboflavin — 2 mg., Calcium Pantothenate — 2.5 mg., Pyridoxine 


Hydrochloride — 0.5 mg., Niacinamide — 10 mg., Vitamin Biz Activity —2 meg. 


Send for free samples and literature. 


CHARLES C. HASKELL & CO., INC., Richmond, Virginia 


= 
| = —— 
| H 
| 
| 
| 
| 
| 
| 
| 
| 
i | 
| 
| 
| 
| 
| 


urinary-tract infections 
HIGH TISSUE LEVEL / 
| HIGH BLOOD LEVELS 
re | | | 
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0 | LOW TOXICITY / 
“Gi 
Philadelphia 1, Pa. 
10 
SUSPENSION TABLETS 
Trisulfapyrimidines, Wyeth 
(Sulfadtazine, Sulfamerazine, Sulfamethazine) 


LUTREXIN, 


&$T A B L E T S 


Combine the naturally occurring Equine 

estrogens and the new Uterine Relaxing Hormone, 
Lutrexin (H.W.&D. brand of lututrin)— 

simulating the occurrence of these hormones in nature. 


_ TREXINEST produces prompt relief of symptoms 
py associated with the menopausal syndrome.! 


TREXINEST is more effective than 
either of its active components taken separately.? 


TREXINEST Tablets help restore the normal 
balance between certain hormones, the lack 
of which Malleson’ suggests may cause 
menopausal disorders. 


1, Rezek, G. H.: Personal Communication; 2. Hannon, T. R.: 
Personal Communication; 3. Malleson J.: The Lancet, July 1953. 


HYNSON, WESTCOTT & DUNNING, INC., Balto., Md. 
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Bronchial Adenomas: Problems in Diagnosis and 


Treatment with Particular Reference to Roentgenologic Aspects* 


SEYMOUR OCHSNER, M.D., and ALTON OCHSNER, M.D.,t 


New Orleans, La. 


The uncommon bronchial adenoma, although slow in metastasizing, is not a benign 
lesion. From all viewpoints it seems that early resection is the treatment of choice. 


To THE CLINICIAN, interested in the practical 
facts of diagnosis and treatment of disease, 
the varying behavior of bronchial adenomas 
has proved a puzzling and intriguing prob- 
lem. In restudying the 16 cases of adenoma 
of the bronchus seen at the Ochsner Clinic 
and Ochsner Foundation Hospital during the 
twelve year period ending July 1, 1956, we 
have attempted to analyze the nature of these 
tumors in an effort to provide intelligent 
and logical guidance in the future. 

During the same twelve year period 1,360 
cases of bronchogenic carcinoma were diag- 
nosed. The incidence of bronchial adenomas 
in our series, therefore, is 1.2 per cent, which 
is slightly lower than that reported in similar 
series of bronchial tumors.?* 

In this report four fundamental aspects 
in the understanding and management of 
bronchial adenomas will be considered: (1) 
the usual clinical picture; (2) essential patho- 
logic concepts; (3) diagnostic methods with 
special reference to roentgenologic patterns; 
and (4) problems of treatment. 


Clinical Features 


The essential clinical features in the usual 
case of bronchial adenoma were described 
by Wessler and Rabin‘ in 1932, when they 
reported the first substantial group of cases. 
Among 17 cases of benign tumors of the 
bronchus were 12 adenomas. As they empha- 
sized, the clinical features are dependent on 


*Read before the Section on Radiology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


+From the Departments of Radiology and Surgery, Ochsner 
Clinic, New Orleans, La. 


the mechanical effects of an endobronchial 
tumor. As a small endobronchial tumor grows, 
the first symptom is likely to be cough. When 
the tumor is vascular, as many bronchial ad- 
enomas are, recurring hemorrhage from the 
slowly growing tumor leads to intermittent 
episodes of hemoptysis. Finally, the increasing 
size of the tumor results in bronchial obstruc- 
tion, with recurring attacks of pneumonia 
and ultimate bronchiectasis, suppuration, and 
indurative pneumonitis. It is interesting to 
contrast this clinical picture with that of 
bronchogenic carcinoma (Table 1). In table 
2 are listed the most common symptoms 
and signs occurring in our patients having 
bronchial adenomas. Symptoms are more fre- 
quent than specific physical findings. 

The problem of clinical suspicion, then, 
usually resolves itself into the fact that every 
physician must maintain an awareness that 
recurrent attacks of pneumonia, episodes of 
hemoptysis or any manifestation of persistent 
bronchial irritation, or obstruction may be 
indicative of a bronchial tumor. No age group 


TABLE 1 


COMPARISON OF FEATURES OF BRONCHIAL ADENOMA 
WITH THOSE OF BRONCHOGENIC CARCINOMA 


Bronchial Bronchogenic 


Adenoma Carcinoma 
Average age 
(peak in years) 30-40 50-60 
Sex distribution Even Males, 5:1 


Clinical history Recurring episodes Unremitting, pro- 
of cough, hemop-_ gressive pulmonary 
tysis, p ynia « lai 

80-90% 


About 75% 


10-30% 
About 5% 


Resectability 
Five year survival 


pical 
| 
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TABLE 2 
CLINICAL MANIFESTATIONS OF BRONCHIAL 
ADENOMAS 
(16 Cases) 
Manifestation Cases 
Symptoms 
Productive cough 13 
Thoracic discomfort ll 
Hemoptysis 10 
Recurrent fever 9 
Signs 
Rales 7 
Decreased aeration 5 
Wheeze or dullness 3 


is exempt.5 Once clinical suspicion is aroused, 
prompt roentgenologic and _ bronchoscopic 
studies will usually result in adequate diag- 
nosis and the opportunity for prompt treat- 
ment. 


Pathologic Features 


The various histopathologic patterns of 
bronchial adenomas have been ably described 
by Liebow.® Some authors*:7 consider the car- 
cinoid and cylindroid types of adenomas as 
separate entities. Fourteen of our cases were 
of the carcinoid type of adenoma, two remain- 
ing unclassified. In Ackerman’s opinion,® 
bronchial adenomas should be classified as 
low-grade carcinomas rather than benign 
lesions. Graham and Womack® were among 
the earliest and staunchest proponents for 
considering these tumors as problems in the 
clinical management of malignant disease. 
Most observers agree that they are locally in- 
vasive and slowly growing, that regional nodes 
are often involved (about 20 per cent accord- 
ing to Meissner,!° and that more extensive 
metastasis may occur.!!16 The liver is con- 
sidered one of the more common sites for 
distant spread. In a recent review, 18 reported 
cases of hepatic metastasis were discovered up 
to 1956 and two personal cases were added.17 


In addition to the interesting aspect of 
cellular malignant growth and metastatic 
spread, the gross features of these tumors are 
highly important in understanding the nature 
of the disease. The tumor, originating from 
the epithelium of the bronchial mucous 
glands or ducts, grows in both intrabronchial 
and extrabronchial fashion. A strictly endo- 
bronchial lesion is rare.8 The extrabronchial 
component usually is much larger than the 
internal portion. 


Secondary changes occur in the lung periph- 
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eral to the bronchial lesion. These result from 
the increasing size of the tumor, associated 
inflammation, and endobronchial bleeding. 
Gradual, or at times, sudden occlusion of a 
bronchus occurs and becomes more persistent. 
As the airway is increasingly obstructed, ate. 
lectasis of the involved segments or lobes 
develops. There is impaired discharge of 
bronchial secretions, with associated  su- 
perimposed infection and inflammation or 
hemorrhage. Pneumonitis, suppuration, and 
bronchiectasis supervene. These serious se- 
quelae result in irreversible pulmonary dam- 
age if the obstructing neoplasm is untreated 
or is inadequately treated. 


Roentgenologic Patterns of Disease 


Roentgenologic examination of the chest is 
the most available and the most informative 
study in the detection of bronchial adenomas. 
Complete examination requires roentgeno- 
grams of good quality and careful fluoro- 
scopic study. Bronchography is informative in 
most instances. In table 3 are summarized the 
roentgenologic findings in our cases. These 
may be categorized into the following pat- 
terns: 

1. Apparently Normal Chest. In none of 
our cases did the roentgenograms show no 
evidence of disease in the chest. Although 
one was initially interpreted as being “nega- 
tive,” re-examination of the roentgenogram 
in retrospect led to the opinion that an ab- 
normality was demonstrated. Moersch and 
McDonald'® noted that the roentgenograms 
of the chest were noninformative in about 
one quarter of their cases. Our experience 
is more in accord with that of Soutter and 
co-workers,*® who noted that the roentgenologic 


TABLE 3 


ROENTGENOLOGIC FINDINGS OF BRONCHIAL 
ADENOMAS 
(16 Cases) 


Finding Cases 
Mass 
Hilar 4 
Peripheral 1 
Mass with 
Atelectasis 
Pneumonitis 
Atelectasis and pneumonitis 
Enlarged nodes 
Atelectasis 
Pneumonitis 
Atelectasis and pneumonitis 
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examination almost always indicated the pres- 
ence of disease. 

9. Endobronchial Tumor. By means of 
bronchography, or at times by planography,'* 
small endobronchial tumors may be identifi- 
able before the tumor has resulted in an 
apparent hilar mass or before the effects of 
bronchial obstruction are apparent. Discover- 
ing the tumor at this stage is fortuitous in- 
deed, and is to be anticipated rarely unless 
all patients with hemoptysis and other 
bronchial symptoms are subjected to all avail- 
able radiologic examinations. 

3. Peripheral Nodule. Only infrequently 
will a bronchial adenoma be discovered as a 
nodule in the peripheral pulmonary field 
since most arise in major bronchi. An ad- 
enoma may develop from smaller bronchi,'®.?° 
however, and 2 cases have been reported in 
which the nodules were multiple.'® In one of 
our cases a 1.3 cm. peripheral nodule proved 
to be a bronchial adenoma (Fig. 1). These 
peripheral tumors may grow to a large size.*! 
Calcification in them is rarely noted in roent- 
genograms. Metastatic spread to hilar nodes 
may result in a hilar mass associated with the 
peripheral one. 

4. Hilary Mass. Arising from the major 
bronchi and growing both endobronchially 


FIG. 1 


Small nodule in the peripheral pulmonary field was proved 
bronchial adenoma. 
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Bronchial adenoma appears as dense, irregular, enlarged right 
hilar shadow. 


extrabronchially, most bronchial ad- 
enomas produce progressive alteration of the 
hilar shadows. The involved hilum becomes 
denser and larger than normal. Slight changes 
are difficult to detect unless specifically sus- 
pected. Gradual changes may not be evident 
unless serial roentgenologic studies are con- 
ducted and carefully analyzed. Nodularity of 
the tumor or eccentric development in the 
hilum make the abnormality in the roent- 
genograms more apparent (Fig. 2). Secondary 
changes, which occur in the lung beyond the 
involved bronchus, may obscure or may ac- 
centuate the hilar mass. 

5. Obstructive Emphysema. As a_poly- 
poid tumor grows in the bronchial tree, there 
is a stage in its development during which 
obstructive emphysema is associated. This 
occurs because the bronchi enlarge slightly 
during inspiration and become smaller at ex- 
piration. Therefore, egress of air from the 
lung distal to the tumor is impeded at a 
time when ingress of air is still possible. This 
phase in the tumor’s development may oc- 
casionally be detected clinically.%*? We did 
not recognize it in any of our cases. Because 
most roentgenographic studies of the chest 
are made during full inspiration, localized 
obstructive emphysema is not frequently de- 
tected. Fluoroscopic examination and roent- 
genograms made at the end of expiration 
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Adenoma in right hilar area produces atelectasis of the right 
upper lobe. 


should result in increased detection of lesions 
in the stage when they produce obstructive 
emphysema. 

6. Atelectasis. Increasing growth of the 
bronchial tumor eventually produces occlu- 
sion of one or more bronchi.?3 This may be 
complete or intermittent, depending on 
whether it is due to neoplastic tissue, asso- 
ciated inflammation, blood clot, or obstruct- 
ing mucus. After the airway is closed, the 
lung distal to the obstruction collapses as the 
air in it is absorbed. Roentgenologically, the 
involved segment or lobe is smaller, has a 
denser than normal appearance, and usually 
has a fan-like configuration with its apex at 
the hilum (Fig. 3). The shadow is usually 
fairly homogeneous in density and may have 
quite sharp margins (especially if one border 
is a pulmonary fissure). Because the lungs 
have a space-occupying function,** the ad- 
jacent pulmonary tissue often shows compen- 
satory emphysema and the mediastinal struc- 
tures or diaphragm are shifted toward the 
atelectatic area. An associated hilar mass may 
or may not be evident in the roentgenograms. 
In our experience it usually is. 

7. Pneumonitis. Obstructing bronchial 
tumors prevent normal drainage from the 
bronchi distal to the lesion. Inflammatory 
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changes, which invariably follow, produce the 
recurring episodes of pneumonitis so chara: 
teristic of bronchial adenoma (Fig. 4). In 
roentgenologic appraisal it is frequently dif- 
ficult to differentiate the inflammatory 
changes from the obstructive ones, and this 
difficulty is compounded because atelectasis 
and pneumonitis often co-exist. Pneumonitis 
may result in shadows~of a more patchy char- 
acter, without the iis volume of the 
involved lung and without the associated 
compensatory changes. Again, hilar enlarge. 
ment may or may not be evident. 


8. Bronchiectasis. Increasing bronchial ob- 
struction, atelectasis, and pneumonitis almost 
invariably result in associated bronchiectasis, 
particularly in cases of bronchial adenomas 
with their chronic and slowly progressive 
course. In plain roentgenograms bronchiectasis 
may be suspected because of the coarse peri- 
bronchial markings, with patchy, oval, or 
ring-like shadows which may show small air- 
fluid levels. Bronchography is valuable in 
substantiating the suspicion of bronchiecta- 
sis.°* Dilated, irregular, or saccular changes 
in the involved lung may be visualized. At 
times complete bronchial obstruction may 
prevent passage of the opaque medium into 
the bronchi distal to the tumor (Fig. 5). 


FIG. 4 


Adenoma of right upper lobe bronchus, associated with 
partial atelectasis and patchy pneumonitis of right upper lobe. 
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Bronchogram shows obstructing adenoma of right lower lobe 
bronchus. Atelectasis, pneumonitis and bronchiectasis were 
present in resected lung. 


Bronchographic study gives additional valu- 
able information about other bronchial pul- 
monary segments (such as evidence of atelecta- 
sis or compensatory overexpansion) and about 
the extent of the extrabronchial tumor 
(Table 4). 

9. Massive Lesions. The adenoma itself, 
or secondary changes in the lung, occasionally 
result in huge lesions which mimic lobar 
pneumonia, extensive carcinoma or mediasti- 
nal tumors (Fig. 6). 


Bronchoscopic Studies 


Appraisal of the tracheobronchial tree by 


TABLE 4 
BRONCHOGRAPHIC FINDINGS OF BRONCHIAL 
ADENOMAS 
(9 Cases) 
Finding Cases 


Bronchial obstruction 
Endobronchial tumor 
Extrabronchial tumor 
Bronchiectasis 
Bronchial distortion 
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Huge mass resulting from adenoma of left upper lobe. 


bronchoscopic study is strongly advocated in 
any disease that produces a hilar mass or re- 
curring hemoptysis. Such study is particularly 
valuable in bronchial adenomas because most 
of them arise from the larger bronchi and 
will be visible to the endoscopist. Direct in- 
spection permits precise evaluation of the 
relation of the tumor to the tracheal coryna, 
and indicates some aspects of the gross char- 
acteristics of the lesion. Ulceration of mucosa, 
vascularity of tumor, and a degree of bronchial 
obstruction may be ascertained. Study of 
bronchial washings and the precise histologic 
diagnosis after biopsy add valuable informa- 
tion. The value of bronchoscopy is indicated 
by the reported findings in our series (Table 
5). Many reports stress that biopsy of highly 
vascular adenomas may lead to profuse hemor- 
rhage which may be difficult to control®1%,2* 
or may even end fatally. 


TABLE 5 


BRONCHOSCOPIC DATA IN 13 CASES OF 
BRONCHIAL ADENOMA 


Positive findings 
Biopsy done 
Diagnostic 
Called carcinoma 
No tumor included 
Profuse post-biopsy bleeding 
Unsuccessful attempt 


FIG. 5 FIG. 6 
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Treatment 


The two most vexatious problems in the 
management of bronchial adenomas are, first, 
whether to treat the tumors by bronchoscopic 
methods or by surgical excision, and, sec- 
ondly, if by resection, whether by a conserva- 
tive or radical procedure. 

Definite answers to these problems will un- 
doubtedly require more decades of experience. 
Even then it is likely that differences of opin- 
ion will persist. Individuals of different tem- 
peraments, reflecting upon the curious va- 
garies in the clinical course of bronchial ad- 
enomas, will arrive at varying conclusions. 
Our present concept is that a radical opera- 
tion is the best available means of treating 
the majority of patients with bronchial ad- 
enomas. 

Our current opinion about each of the 
available modalities of treatment may be 
summarized as follows: 


1. Medical Management. Only in excep- 
tional cases is a strictly medical therapeutic 
program warranted. Measures for general 
health, antibiotic treatment for inevitable 
episodes of infection, and other specific sup- 
portive measures are available. One of our 
patients, who is over 80 years of age and in 
poor general condition, has been treated in 
this manner for 18 months. 


2. Radiation Therapy. In the presurgical 
era radiation therapy was widely advocated. 
Roentgenotherapy and implantation of radium 
or radon sources in or around the tumor 
were the usual methods used. These methods 
have generally been discarded, and we do 
not advocate their use in patients with re- 
sectable tumors. They may be properly used 
in the treatment of nonresectable tumors and 
in instances when the patient refuses surgical 
treatment. In restudying a large series of 
adenomas, Moersch and McDonald"® were sur- 
prised to find the long survival of some pa- 
tients whose tumors were treated by radiation. 


3. Bronchoscopic Therapy. Bronchoscopic 
excision and fulguration technics have im- 
proved with added experience. In general, 
this is not the most favored treatment, how- 
ever, and we do not believe that it offers the 
most to the average patient. Bronchoscopic 
removal is almost invariably incomplete, un- 
less the tumor is attached by a thin stalk, 
which is rarely the case. Recurrence of the 
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tumor is common. Permanent damage to the 
lung beyond the tumor is often present and 
endoscopic methods do not relieve the patient 
of these diseased areas. The longer a tumor 
is uncontrolled the greater is the opportunity 
for distant metastasis to develop. Death has 
occurred following endoscopic treatment of 
bronchial tumors.**°.*° We fully realize that 
some distinguished therapists still advocate 
that most bronchial adenomas be treated 
bronchoscopically.1! We are willing to advise 
this method of treatment only in patients 
with exceptional contraindications to surgical 
resection. 

4. Surgical Excision. We strongly advo- 
cate excisional methods. Being relatively be- 
nign and in general slow to metastasize, these 
tumors are ideally suited to curative excision. 
But excisional cure requires that the patient 
not neglect symptoms, that the attending 
physician not delay thorough appraisal of 
persistent or recurring signs of disease, and 
that adequate therapy be promptly under- 
taken. Unfortunately, the temptation to tem- 
porize with inadequate treatment is great. 
Either the patient or the physician may not 
understand the serious implications of a tumor 
that has so long been considered “benign.” 
The manifest symptoms may be relieved for 
long periods during which the unrecognized 
elements of the tumor are gradually spread- 
ing. There is an inclination not to stress the 
necessity for pulmonary resection, especially 
when the patient may have intervals during 
which he seems to be perfectly well. The 
patient pays the penalty for this delay, how- 
ever, since it is increasingly recognized that 
many of the bronchial adenomas are malig- 
nant, and that widespread metastasis and 
death occur with unfortunate frequency. Four 
of our 16 patients had nodal metastases, 2 
had massive mediastinal involvement, and 2 
had metastases to the liver. 

The question of what type of excision to 
recommend is a technical problem. As a basic 
premise, we believe that pneumonectomy of- 
fers the most certain chance of removing the 
tumor and the most frequent accessible sites 
of metastases. Complete preoperative appraisal 
of the patient’s physical condition must prove 
that it is satisfactory and pulmonary function 
studies must show adequate reserve to permit 
pneumonectomy. Less extensive resection, as 
lobectomy, may be justifiable in patients with 
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TABLE 6 
PROGNOSIS IN 16 CASES OF BRONCHIAL ADENOMA 


Treatment Cases Results Time 
(years) 
Pneumonectomy 12 (1) 9 Well 6.5 
(2) 3 Dead (a) liver 0.33 
(b) coronary 2 (age 72) 
(c) unknown 5 (age 63) 
Lobectomy 1 Well 6.5 
Unresectable 2 Dead (a) metastases 0.5 
(b) cardiac 1 (age 65) 
Medical 1 Fairly well 1.5 (age 83) 


inadequate pulmonary reserve in whom pneu- 
monectomy might result in respiratory insuf- 
ficiency. Segmental pulmonary or bronchial 
resection is likely to be inadequate in a suf- 
ficient number of cases to make it undesirable 
except in extraordinary circumstances. In 
table 6 are summarized the results of treat- 
ment in our patients. The results of successful 
resection are noteworthy. 


Summary 


Sixteen cases of bronchial adenoma seen at 
the Ochsner Clinic were reviewed. The usual 
clinical features in these cases were a long 
history of recurring cough, hemoptysis, and 
pneumonitis. As these tumors increase in size, 
a bronchus gradually becomes obstructed with 
subsequent development of atelectasis. Im- 
paired discharge of bronchial secretions is 
associated with superimposed infection and 
inflammation or hemorrhage. Pneumonitis, 
suppuration and bronchiectasis supervene and 
result in irreversible pulmonary damage if 
the neoplasm is not adequately treated. Wide- 
spread metastasis is not common. 


Roentgenologic patterns of disease in- 
clude the peripheral nodule, the hilar mass, 
and peripheral pulmonary changes subse- 
quent to bronchostenosis. Bronchography and 
bronchoscopy are of value. 

Methods of treatment include medical man- 
agement, radiation therapy, endoscopic ther- 
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apy and surgical excision. Resection of the 
tumor is strongly recommended. 
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Tumor Localization with 
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Attempts at the localization of tumors by the use of injected radioisotopes 
continue. Much further study will be needed for their successful use. 


Introduction 


SINCE THE BEGINNING Of clinical radioisotope 
procedures some seventeen years ago, there has 
been a constant effort to localize and define 
the extent of tumors. This effort has been 
successful to a degree, and it is becoming in- 
creasingly apparent that further advances will 
depend largely upon the electronic engineers 
and physicists. Some examples of progress in 
the latter fields will be presented in this paper, 
as well as a review of efforts thus far in the 
attempt at radioisotope localization of tumors. 

Localization of tumors has always been 
done by a “scanning” procedure, even before 
the availability of commercial automatic 
“scanners” that print the result in form of 
scintigrams. Originally the scanning was done 
manually with a shielded Geiger-Muller tube 
over the suspected tumor areas and the counts 
compared with similar determinations over a 
normal area, usually a similar position on the 
contralateral side of the body. At the present 
time a large variety of motor driven scinti- 
scanners are available that perform auto- 
matically, utilize sensitive scintillation de- 
tectors, print their results, and are quite ex- 
pensive. Table 1 reproduces the most inter- 
esting application of radioisotopes in tumor 
localization. 


*Read before the Section on Pathology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


+Radioisotope Laboratory, U. S. Naval Hospital, and Radio- 
isotope School, U. S. Naval Medical School, National Naval 
Medical Center, Bethesda, Md. 

The opinions or assertions contained herein are the private 
ones of the writers and are not to be construed as official or 
reflecting the views of the Navy Department or the naval 
service at large. 


Discussion of Tumor Localization 


Thyroid Tumors. Of all the isotopes that 
have been used in tumor localization, ['*! js 
the only one in which the uptake is biologic. 
Thus it is possible to localize functioning 
thyroid tissue, whether or not malignant, with 
1131, If the thyroid tissue is not functioning, 
such as in undifferentiated cancer or an old 
colloid nodule, there will be no I'*! uptake. 


It is not possible to make an absolute state- 
ment concerning the malignancy of a thyroid 
nodule using a radioisotope. However, if the 
nodule is hyperactive and localizes more 
iodine than surrounding tissue, it is practical- 
ly certain that it is not malignant. Moreover, 
if a “cold” nodule is outlined in the thyroid 
and localizes little or no I'%!, the possibility 
increases that the nodule is a cancer (Fig. 1). 

The use of I'! to locate metastases from 
carcinoma of the thyroid have produced some- 
what disappointing results. About 10 to 15 
per cent of all cases of thyroid carcinoma 
demonstrate significant localization of I'*! in 
their metastases. The degree of I'*! uptake 
depends upon the differentiation of the meta- 
static thyroid tissue. Figure 2 demonstrates the 
scanning on two patients who had function- 
ing metastases from carcinoma of the thyroid. 

The dose of I'*! required for adequate 
scintigrams depends to some extent on the 
type of lesion being studied. With the present 
available equipment an oral dose of 100 pc 

of I!31 is usually sufficient to outline the thy- 
roid gland. If metastases from carcinoma of 
the thyroid are to be studied, the dose will 
usually have to be in the millicurie range, 


. 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
i 
| 
| 
| 
| 
| 
| 


VOLUME 50 TUMOR LOCALIZATION WITH RADIOISOTOPES—King et al. 1097 
TABLE 1 
APPLICATION OF RADIOISOTOPES IN TUMOR LOCALIZATION 
Useful 
Application Isotope Emission Half Life Advantages Disadvantages 
Thyroid tumors p31 Gamma 8.14d Biologic localization Whether tumor is benign or is malig- 
nant, normally functioning thyroid 
tissue is required for localization. 
Liver metastases pa Easily detected. Satisfactory 
(1) RISA Gamma 8.14d physical factors. 
(1) Uptake is significantly high (1) Does not adequately outline liver 
in intra-abdominal cancer tumors. Cirrhotic livers give false results. 
(2) Rose 8.14d (2) Outlines normal liver, (2) Cirrhosis may give false results. 
bengal Gamma malignant tumors are “‘blank.’’ Difficult to outline small malignancies. 
Bone tumors Ga™ or Gamma 4.3h Easily detected. Uptake in Uptake only in osteoblastic types of 
Ga? 78.2h bone proliferation. malignancy. Healing fractures, hyper- 
trophic arthritis produce similar local- 
ization. Technic is difficult because 
of large area to be scanned. 
Eye tumors pss Beta 14.3d Increased differential uptake Difficult and “‘indirect’’ detection. 
in malignant tumors. Difficult localization due to geometric 
factors. 
Brain tumors (1) P®? Beta 14.3d (1) Increased differential up- (1) Difficult detection, Requires 
take in malignant tumors. craniotomy. 
detection by a detecting probe. 
(2) 1331 Gamma 8.14d (2) Easily detected. Increased (2) Slowly growing tumors difficult to 
Diiodo- differential uptake when com- detect. False positives from hemor- 
fluorescein pared with normal brain tissue. rhages, abcesses, etc. Present local- 
ISA ization methods often not adequate. 
(3) Posi- Annihila- (3) Coincidence circuit offers (3) As* is cyclotron produced and 
tron emit- tion 17.5d excellent localization methods. difficult to obtain. Cu™ is of short 
ters. As™* gamma 12.8h Easily detected. Increased dif- half life (12 hours). Slowly growing 
Cu ferential uptake when compared tumors difficult to detect. 
with normal brain tissue. 
(4) K# Gamma 12.4h (4) Easily detected. (4) Short half life. No advantages 
over 
Breast tumors ps Beta 14.3d Increased differential uptake Difficult and “indirect” detection. 


in malignant tumors. 


Inadequate differentiation from some 
benign tumors. 


since the I'3! uptake by these metastases is of 
a smaller degree. Usually a 100 yc dose is suf- 
ficient to outline retrosternal goiters, if they 
contain functioning thyroid tissue, but there 
are occasions when the dose of 200 ypc or more 
is needed for adequately outlining such 


goiters. 


In this study, as in so many other studies 


procedures. 


Liver Metastases. 


of tumor localization, the newer instruments 
now available including larger crystals, better 
collimation and gamma ray spectrometry will 
greatly increase the quality of our scanning 


Stirret and Yuhl'? re- 


ported a procedure using iodinated human 


serum albumin in an attempt to localize liver 
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(A) Increased uptake of I?! in a toxic nodular goiter. The nodule “picked up” the entire dose of the P* and although 
the remaining thyroid was normal there was no I*! uptake. (B) Was made | week following removal of the left lo 
and isthmus. The right normal lobe now demonstrates uptake. (C) Demonstrates diminished I" uptake in a “cold” nodule 
in the upper right lobe. This was proven benign on surgery. 
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FIG. 2 

A B Cc 


(A) and (B) Demonstrate intracerebral metastases from carcinoma of the thyroid 5 years after initial I*' therapy. The 
malignant tissue demonstrates a marked I! uptake. (C) Represents cervical metastases which developed 3 weeks after total 
thyroidectomy for carcinoma of the thyroid. The rapidly growing metastases were ablated with I! and 18 months later 
had not recurred. 


metastases. They reported a high degree ol I'*! labeled albumin than did the surrounding 

accuracy in outlining areas of metastatic pro- healthy liver. 

cesses in the liver that localized more ol the The procedure involved an intravenous in- 
FIG. 3 


IHSA LIVER METASTASES STUDIES 


Normal Readings “% 


(16) 87 to 99 (17) 95 to 119 
(18) 104 to 132 (19) 92 to 112 
(20) 76 to 88 (21) 61 to 93 
(22) 82 to 110 (23) 91 to 127 
(24) 84 to 108 (25) 62 to 86 
(26) 46 to 82 (27) 68 to 
(28) 81 to 109 (29) 71 to 91 
(30) 52 to 72 


Normal Readings 


(1) 66 to 90 (2) 96 
(3) 123 to 191 (4) 108 
(5) 72 to 92 (6) 75 
(7) 104 to 182) (8) 129 
(9) 118 to 149 (10) 8&1 
(11) 90 to 114 (12) 105 
(13) 114 to 138 (14) 92 

(15) 78 


Lecation of the points counted over the upper abdomen during the RISA liver metastases study. 
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jection of 300 yc of 1'%! labeled albumin. The 
anterior portion of the body was scanned at 
points relative to the liver. Figure 3 demon- 
strates the points scanned in the technic used 
at the Bethesda Naval Hospital. In our labor- 
atory the radioactivity in counts per minute 
of each point is compared with the average 
radioactivity of all points. This procedure is 
similar to that used by other groups engaged 
in this study. 

Madell and others* recently reported a sta- 
tistical analysis of their results with this pro- 
cedure and concluded the test was disappoint- 
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ing. They found that localization of RISA in 
metastatic liver areas was not within the limits 
of statistical significance. However, cases hav- 
ing intra-abdominal cancer, not restricted to 
the liver, did demonstrate a_ significantly 
higher uptake in the liver counts than did 
nonmalignant processes. Our results appear 
to be about the same as those of Madell and 
his group and we are not overly impressed by 
our ability to diagnose liver metastases by this 
method. Cirrhosis tends to produce false re- 
sults since islands of healthy liver apparently 
pick up more I"! than does the remaining 


FIG. 4 


(Lower Left) Ascitic fluid elevating diaphragm and obscuring 


Strating metastatic rectosigmoid carcinoma in liver. 


$ 


abdominal viscera. (Lower Right) Photomicrograph demon- 


} 
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fibrotic liver. The result of an interesting 
case studied at our laboratory is reproduced 
in figure 4. 

L. E., a 40 year old white man, was operated on 
for carcinoma of the colon in 1953. The lesion was 
resected and the patient did well until 3 days prior 
to admission to the National Naval Medical Center in 
April, 1955. At that time he suddenly developed ascites 
and marked weakness. His liver was enlarged to palpa- 
tion. Numerous paracenteses were necessary, and on 
June 8, 1955, 90 mc. of colloidal Au198 were injected 
into the peritoneal cavity. This treatment was not 
effective, the downhill course continued and he died 
June 18, 1955. 

Radioactive hepatic survey on June 6, showed a 
marked increase in RISA deposition scattered through- 
out the right lobe of the liver and in the right side 
of the left lobe. 

Necropsy findings. The right lobe of the liver was 
markedly enlarged; the surface was distorted by sev- 
eral grayish yellow nodules. A large metastatic nodule 
10 cm. in diameter was noted in the mid-right lobe; 
many smaller metastatic nodules are also seen in the 
right lobe. 


Final diagnosis. 1. Metastatic adenocarcinoma to 


liver 
2. Portal vein thrombosis 
3. Ascites 


The use of rose bengal labeled with I'*! re- 
sults in the normal liver picking up the dye 
while the metastases do not and “cold” areas 
result. In this study 100 pc to 200 pe of I'S 
labeled rose bengal is injected intravenously 
and the scanning is started 10 to 15 minutes 
after the completion of the intravenous ad- 
ministration. This procedure shows promise 
and, when combined with pulse height analysis 
and a large crystal with focusing collimation, 
more accurate and discernible scannings seem 
possible. 


Breast Tumors. Low-Beer and associates*.® 
reported the ability to differentiate between 
breast cancer and benign breast lesions by the 
application of P%*. A shielded counter was 
placed over the breast tumor and results were 
compared with counts over the normal breast. 
An uptake of 20 per cent or more when com- 
pared with the normal areas was considered 
significant. In the P%? studies a dose of 300 to 
500 wc was given by vein and at 2, 4, 6 and 24 
hour intervals the breast lesion was counted 
and the activity compared with counts made 
over normal breast tissue. 


Potassium-42 has also been employed in de- 
tection of breast cancer.78 In this instance a 
dose of 300 to 400 wc was given intravenously, 
and after 30 minutes the suspected lesions 
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were studied with a shielded counter. Com. 
parisons were made over similar positions on 
the opposite breast. The criteria described by 
Low-Beer, of a 20 per cent increase being in- 
dicative of malignancy, was also applied in the 
K* studies. Our group has not performed 
these studies. While the results are most in- 
teresting, one wonders at its practicality since 
the breast masses are almost certain to have a 
biopsy, and a pathologic diagnosis will be 
obtained. 

Eye Tumors. This test has practical sig- 
nificance, particularly in distinguishing be. 
tween orbital tumors and a detached retina. 
The Western Reserve group®!® have found 
the study of value in diagnosing tumors of 
the eye. Phosphorus-32 is given intravenously, 
and by the use of a special probe, the P*? up- 
take gradient is measured over various areas 
of the eye by multiple counts. 

Thomas® described a method whereby a 
dose of 500 yc of P* is given intravenously 
and 30 minutes later the eye is examined. 
After the application of a topical anesthesia, 
a small thin, end-window Geiger tube is 
placed in contact with the sclera of the af- 
fected eye. A one minute count is taken over 
the suspected tumor area and over other sites 
on both eyes. The counts are repeated at one 
and one and a half hours after injection. 
Thomas and his group reported that tumor 
areas demonstrated at least a 20 per cent in- 
crease in radioactivity compared with normal 
areas of the eye. The anterior one-half of the 
eye can be examined easily. However, if the 
tumor lies posteriorly it is necessary to prepare 
the patient for surgery and to mobilize the 
globe. 

Bone Tumors. Radiogallium was first used 
at Bethesda Naval Hospital in an attempt to 
diagnose bone malignancy.'! Further re- 
ports!?14 revealed that osteoblastic malig- 
nancy and proliferative diseases have an 
avidity for this isotope. Healing fractures, 
osteoarthritic areas, osteoblastic metastases, 
areas of bone repair around osteolytic metas- 
tases, and some primary bone tumors all pro- 
duce increased localization of Ga? and Ga". 
However, procedures and instruments used up 
to this time have not produced impressive 
results. 


The fact that this element does seek areas 
of bone formation is most interesting, though 
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the scanning of the entire skeleton by a man- 
ual method is very time consuming. Another 
disadvantage is that Ga‘*, which is produced 
in a reactor, has a very short half life of 14.3 
hours. Gallium-67 has a more adaptable half 
life (78 hours) but is produced in a cyclotron 
and difficult to obtain. 


Advances in instrumentation that would 
provide a rapid total body scanner might re- 
vive interest in this procedure. Again one 
wonders at its practicality, although the abil- 
ity to make a diagnosis of a bone metastases 
prior to its appearance on an x-ray film would 
no doubt benefit the patient. 


The procedure of skeletal scanning using 
Ga™? involved an intravenous dose of 250 yc 
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of the isotope. Twenty-four hours later counts 
were done over certain areas of the skeleton. 
The normal values were based upon the sta- 
tistical evaluation of a ratio between the radio- 
activity of each point compared to the aver- 
age radioactivity of all points. At our labora- 
tory a shielded scintillation probe with a solid 
angle of 5 cm. in diameter at a 5 cm. depth 
was used. (This same instrument was used for 
mapping of the liver.) 

Figure 5 demonstrates the Ga‘ uptake in a 
patient with bone metastases. 

A. T., a 67 year old Negro, was admitted to the 
U. S. Naval Hospital, Bethesda, on May 9, 1955, with 
the chief complaints of ankle edema and generalized 


arthralgia of the hips, knees, and feet. There had 
been postprandial vomiting for a number of days. He 


FIG. 5 


Illustrative x-ravs from bone survey reveal the typical osteoblastic prostatic carcinoma metastatic infiltration throughout 
the skeleton. (Center Top) Photomicrograph of bone section demonstrates metastatic prostatic adenocarcinoma. 
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also complained of lumbosacral aching, dysuria, fre- 
quency, nocturia and an estimated weight loss of 50 
Ibs. in 5 months. Physical examination revealed a 
cachectic, chronically ill patient. There were palpable 
axillary lymph nodes. The bladder was distended, 
and the prostate was enlarged, fixed and stony hard. 

Laboratory studies revealed a marked anemia. Alka- 
line and acid phosphatase were elevated (7.3 and 8.0 
respectively); the blood urea nitrogen was normal. 
X-ray studies revealed metastatic involvement of the 
spine, pelvis, humeri and femurs. 

\ diagnostic transurethral resection confirmed the 
clinical diagnosis of adenocarcinoma of the prostate. 

The patient died one month later. The B.U.N. had 
risen to 113 mg. on the day of death. Necropsy find- 
ings corroborated the diagnosis of prostatic carcinoma 
with widespread metastases to bone. 

Brain Tumors. There has always been a 
tremendous interest in the localization of 
brain tumors with radioisotopes and a large 
number of different procedures are being 
used. Moore,'® Woolsey'® and Sjogren!’ re- 
ported result using diiodofluorescein labeled 
with I'1, Chou!® used iodinated human serum 
albumin, a compound which in most labo- 
ratories has replaced diiodofluorescein. 
Wrenn'® and Sweet and Brownell?®*! used 
coincidence circuits to determine the localiza- 
tion of positron emitting radioisotopes. These 
methods all depend upon some form of ex- 
ternal counting using a shielded probe. 


OF 


studied the use of and 
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a direct counting procedure by insertion of a 
thin probe into the brain. This was ac. 
complished during brain surgery and assisted 
the neurosurgeon in estimating the extent of 
the brain tumor. This method has not been 
studied by our group. 

More recently Bender** has reported results 
by a photoscanning procedure using [1 
labeled human albumin. He has applied this 
method whereby the impulse of a scaler is 
transformed to a light pulse that is multiplied 
logarithmically in intensity. The light is re- 
corded on an x-ray film. Bender*® is also using 
a focusing collimator with a large (3 inch) 
crystal and has found a marked improvement 
in the definition and much less distortion of 
the scan than by a flat field collimator. 

The dose of I'*!, RISA or diiodofluore- 
scein, used in brain tumor localization is 
about 200-300 ypc administered intravenously. 
Usually the scanning is done one hour after 
the dose, although in some instances a 24 hour 
scanning is done. 

Various methods of measuring I'*! localiza- 
tion are used. Some investigators place the 
probe around the surface of the skull by man- 
ual manipulation and plot their results as 
polar coordinates. Figure 6 shows the points 
used in a rectangular coordinate plot that 


FIG. 6 
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REIOS BASELINE 


REIDS BASELINE 


Demonstrating the point intersections where manual scannings are done in RISA brain tumor localization. This method has 
proven satisfactory although it is more time consuming and not as reproducible as automatic scanning. 
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FIG. 7 


PosiTRON SCINTISCANNING 


USING COIN 


SCINTILLATION PROBE 


IDENCE COUNTING 


SCINTILLATION PROBE 


\ [deo 
‘ 
LEFT RIGHT 


COINCIDENCE CIRCUIT 


Two gamma rays leave the site of positron annihilation at 180° to each other. Lead shielding around the scintillation probe 
allows only gamma rays that are opposite the crystal to be recorded. The coincidence circuit will not register an impulse 
unless the annihilation gammas strike the opposing crystals at the same instant. 


were selected by Bender at the Bethesda Naval 
Hospital and later used by him at his present 
location. However, most workers believe that 
an automatic scanning device is the most prac- 
tical method of localizing brain tumors. 


The most useful application of positron 
emitters has been in the localization of brain 
tumors.!*2° The positron is a_ positively 
charged beta particle or a “positive electron” 
and after leaving the atom exists for a very 
short time. It “‘reacts’’ with a free electron and 
both are annihilated to form 2 gamma rays 
of the same energy, 0.51 million electron volts. 
These annihilation gamma rays leave the site 
of the positron annihilation at opposite 
courses to each other, or 180° apart. If a 
positron emitting radioisotope localizes in a 
portion of the brain, positrons are annihilated 
at the site of localization and a source ol 
gamma rays diverging at 180° of each other 
is obtained. This site of formation of positrons 
can be located by coincidence circuits and 
using opposing scintillation counters placed 
on opposite sides of the head. The coincidence 
circuit will register an impulse only when each 


counter is struck by an annihilation gamma 
ray at exactly the same time. Because of lead 
shielding around the counter the maximum 
number of impulses will occur only when 


FIG. 8 


A normal positron scintigram using As‘. Results with Cu 
are similar to this scintigram. The rather heavy outline 
over the face is due to the deposition of the isotope (As** 
or Cu) in the facial muscles. 
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Positron scintigram of a patient with cerebral metastases. 
There is an increased localization of As in the posterior 
parietal and the posterior fossa areas. These were later 
proven at autopsy. 


both opposing probes have an area of positron 
emitting isotope localization between them. 


Two positron emitting radioisotopes have 
been used for the localization of brain tumors. 
Arsenic-74 is an isotope produced in a cyclo- 
tron and because of this fact is rather hard to 
procure. It is given intravenously at a dose 
of 20 microcuries per kilogram body weight. 
Copper-64 is obtained from a nuclear reactor 
but has a very short half life (12.8 hours). 
The latter factor makes it an impractical 
source for many localities. It is administered 
as a form of copper versonate at the same dose 
rate as As*#. It is given by slow intravenous 
drip, as excess versene may immobilize the 
blood calcium if given too rapidly. 


Figure 7 diagrams the use of a coincidence 
circuit in detecting positron annihilation 
gamma rays. Figure 8 demonstrates normal 
scannings of Cu®* and As‘ from the coinci- 
dence circuit of the positron scintiscanning. 
Figure 9 is the reproduction of a positron 
scintiscanning on a patient with a metastatic 
brain tumor. 


Reported results of external counting pro- 
cedures in localization of brain tumors have 
varied with the separate investigators. This 
has been due in part to different methods of 
reporting. Some investigators include proven 
negative cases that gave negative results in 
their statistics. Others include only proven 
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positive results in their reports. Naturally 
there will be quite a variation. 


Recently the gamma spectrometer has been 
available for clinical radioisotope procedures. 
This instrument allows the investigator to 
make determinations on mixed samples of 
gamma emitting radioisotopes providing there 
is an adequate difference of the energies of 
the gamma emissions. This apparatus js 
especially valuable for tumor localization as 
the pulse height analyzer can be “tuned” in 
on the gamma ray of the particular radio- 
isotope being used and ignores background 
radiation and soft scatter from the patient's 
body. Thus any localization of an_ isotope 
within the body is more easily detected and 
outlined. What is also very important is the 
fact that the dose of the radioisotope can be 
reduced. 


A new type of collimator is also available 
that will focus on an organ or tumor. Larger 
scintillation crystals can also be obtained 
which are more sensitive than the scintilla- 
tion crystals now in common use and can also 
reduce the dose of the radioisotope. Thus 
with focusing collimation, large crystals (2 
inches or greater in diameter) and_ pulse 
height analysis, an entirely new era may begin 
in tumor localization. With these advances in 
instrumentation the clinical user of radio- 
isotopes may perform the same studies with a 
smaller diagnostic radioisotope dose. This is 
of importance now, but may become a neces- 
sity in the future. 
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Selection of Cases for Vaginal Hys- 


terectomy and Observations on the 


Pelvic Repair: 


WILLIAMSON Z. BRADFORD, M. D., Charlotte, N. C. 


The author emphasizes the proper selection of cases for this operation. The perineal 
repair which is usually needed in these cases has not received the consideration it 
deserves in the selection of the type of hysterectomy in a given case. 


VAGINAL HYSTERECTOMY has become an opera- 
tion used increasingly during recent years. Its 
popularity is shown by the numerous articles 
in current gynecologic literature and is re- 
flected by many hospital summaries of opera- 
tive procedures. In the area of this Associa- 
tion, the more liberal employment of vaginal 
hysterectomy is noted in centers of medical 
education as well as in many of the larger 
hospitals not connected with medical schools, 
and possibly to a lesser degree in the small 
community hospitals. Much credit for this 
trend must be given to Heaney! and Allen** 
whose names are indelibly linked with vaginal 
hysterectomy, although Counseller,*5 Phaneuf® 
and others have written of their experiences 
with this procedure. 

An operation, formerly reserved primarily 
for the case of complete procidentia, has 
rapidly become a popular procedure for many 
pathologic conditions. This trend has been 
accompanied by a lessened use of such proce- 
dures as the Manchester-Fothergill, and the 
combined laparotomy and vaginal repair 
among others. With this increasing incidence 
of vaginal hysterectomy it follows that more 
difficult and complicated cases are generally 
being undertaken vaginally. 


Unfortunately, the wave of enthusiasm for 
this procedure may contagiously be absorbed 
by the gynecologist or the general surgeon, 
who may have received only a limited ex- 
perience with the operation during his resi- 
dency and subsequent surgical training. As 


*Read before the Section on Gynecology, Southern Medical 
Association, Meeting, Washington, D. C., 
November 12-15, 


a result he may be led to select vaginal hys- 
terectomy as the procedure of choice in a 
given case, without a grasp of the potential 
problems and difficulties that may arise. The 
more skilled technologist, having performed 
many of these procedures with assistance by a 
staff equally as proficient, and surrounded by 
the many protections that are today available 
for his patient, can select difficult cases and 
safely surmount formidable obstacles during 
the course of a vaginal hysterectomy. The 
same Case may present most serious difficulties 
and embarrassment to an operator of less 
experience and proficiency. 


Accordingly, this paper is presented in the 
light of certain pitfalls and problems that 
have been encountered over the past few 
yeirs from a personal experience with over 
three hundred vaginal hysterectomies in pri- 
vate practice. A continuity of observation has 
been possible in many of these patients. Many 
were attended at intervals prior to the opera- 
tion and have been continuously followed 
postoperatively. 

Our experiences generally have been most 
satisfactory with a high percentage of good 
results.? There has been no mortality directly 
or indirectly ascribable to the operation. 
There has been a gradual increase in this 
clinic in the choice of vaginal hysterectomy 
to approximately 40 per cent of all hyster- 
ectomies. We have undoubtedly improved our 
judgment more by errors and the problems 
that have arisen than by the excellency of 
result. The school of experience has taught 
us an increased respect for this operative pro- 
cedure and the accompanying vaginal repair. 
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Selection of Cases for Vaginal Hysterectomy 


The judicious selection of the proper tech- 
nical procedure in any arbitrary instance is 
naturally influenced by the training, expe- 
rience and confidence of the particular op- 
erator. However, any patient is poorly chosen 
for a given procedure in whom another op- 
eration might have been used with less trauma 
or less danger. The selection may also be 
considered poor if an alternative procedure 
could have afforded a more complete evalua- 
tion and elimination of the pathologic 
changes in question, or have ended in a better 
result on the long-term follow-up. Incidentally, 
the condition of the patient at discharge from 
the hospital is frequently not the final de- 
terminant from which such a conclusion can 
be drawn, as a longer follow-up may com- 
pletely alter one’s opinion in this regard. 
Conclusion as to the best choice of procedure 
should not be based upon whether it is pos- 
sible to accomplish the operation per vaginum, 
nor should an operator’s technical sufficiency 
and ability dull his judgment and limit his 
broad evaluation of the patient and her par- 
ticular pelvis and needs. 


Among the cases that may prove poor se- 
lections for vaginal rather than abdominal 
approach are those with extensive disease of 
the cul-de-sac. The adherent rectosigmoid, 
high and intimately involved with the pos- 
terior surface of the uterus, may be most dif- 
ficult and dangerous. When associated with 
prolapsed and adherent adnexa, the problem 
may become even more formidable. Likewise, 
a fixed cervix usually associated with short- 
ened and thickened supporting ligaments can 
present serious difficulties. The more freely 
movable the cervix and the less the para- 
cervical induration, fixation or inflammation, 
the more readily the case will lend itself to 
vaginal hysterectomy. 

Another source of uterine fixation to be 
thoughtfully evaluated may occur in those 
cases in which the patient has undergone 
previous gynecologic operation. While of it- 
self not a contraindication to vaginal hys- 
terectomy, certain instances of previous uterine 
suspension may prove to be ventral fixations 
and, if accompanied by viscero-omental ad- 
hesions to the corpus, may be the basis of an 
operator’s regret. Should circumstances arise 
that do not permit liberation of the fundus. 


VAGINAL HYSTERECTOMY AND PELVIC REPAIR—Bradford 1107 


the operator may, however, complete the 
vaginal repair and extirpate the uterus by 
laparotomy. We have had this experience on 
two occasions. 

The symptoms of pelvic pain and dysmenor- 
rhea should be most thoughtfully evaluated 
prior to vaginal hysterectomy as they may 
frequently be indicative of complicating dis- 
ease. Should dysmenorrhea be due to the 
simple fibroid or adenomyosis uteri, these 
may readily be extirpated vaginally. How- 
ever, the symptom of pelvic pain may indicate 
other unrecognized problems related to the 
uterus or the adnexa making the vaginal op- 
eration both difficult and prolonged. This 
unawareness of extra-uterine disease may es- 
pecially be true in the obese or uncooperative 
woman in whom examination is difficult; the 
selection of the method of hysterectomy may 
require examination under anesthesia. Like- 
wise, dysmenorrhea with a history of previous 
gynecologic operation, or dysmenorrhea with 
a history suggestive of previous pelvic peri- 
tonitis may be the warning of extensive and 
chronic adhesions. Obviously chronic inflam- 
matory pelvic disease, or the pelvic endo- 
metriosis lend themselves to better exposure 
by the abdominal route, hence to safer dis- 
section and a more adequate evaluation of 
disease of the adnexa and cul-de-sac which 
is frequently present. Likewise, the patient 
having chronic or recurrent adnexal pain as- 
sociated with an exquisitely tender and fixed 
ovarian enlargement is not handled best by 
vaginal route by the occasional operator. 


However, the ovaries should be palpated 
and inspected directly in every case of vaginal 
hysterectomy. In our early experience we 
overlooked a dermoid cyst by failure to ob- 
serve this rule and in another instance deeply 
regretted a carcinoma of the ovary which de- 
veloped 18 months following vaginal hysterec- 
tomy. In the latter case the ovaries had not 
been thoroughly inspected at the time of op- 
eration due to technical difficulties. 


A pitfall may be avoided by differentiating 
between elongation of the cervix and various 
degrees of uterine descensus. A greatly hyper- 
trophied, elongated and diseased cervix may 
be readily visible, particularly with the aid 
of a tenaculum. This may be most impressive 
in a patient with little or no perineal body 
and extensive vaginal relaxations. However, 
above this elongated cervix may be fixed para- 


957 

ys- 

a 

ial 

he 

ed 

ra 

by 

nd 

ng 

he 

es 

he 

at 

W 

er 

ri- 

as 

ly 

ad 

st 

ly 

n. 

is 

ly 

T- 

Ir 

as 

of 

it 

I. 


1108 SOUTHERN MEDICAL JOURNAL 


metria accompanied by uterosacral ligaments 
that may be thickened, short and not readily 
accessible. Cervical amputation and vaginal 
repair is still an excellent operation in such 
a case, and the need of removing a diseased 
cervix does not necessarily imply that the 
uterus should be removed. Furthermore, it 
should never be considered a sign of weakness 
to elect a combined vaginal and abdominal 
operation should the intra-abdominal disease 
or symptoms justify hysterectomy. 

There has been much comment upon the 
removal of fibroids per vaginum. That they 
can safely be removed by morcellation by the 
experienced operator has been proven. How- 
ever, one must beware of the intraligamentary 
tumor or the tumor fixed in the pelvis. Such 
tumors may be associated with an abnormal 
blood supply and the technical difficulty may 
be such that they are more safely approached 
abdominally. This is probably also true in 
most diseases of the broad ligament when it 
is fixed low in the pelvis. The high, freely 
movable fibroid, on the other hand, will lend 
itself to vaginal removal with much less dif- 
ficulty. 

In this connection, to avoid difficulty, a 
general principle might well be to select the 
abdominal approach in the presence of any 
questionable or obscure diagnosis, or when 
adequate exposure may be vital, or when 
wide pelvic dissection may be indicated. As 
the late John B. Deaver frequently remarked, 
the “revealing eye of the knife” may be of 
utmost importance, and said eye can always 
see more through an abdominal incision than 
through a vaginal speculum. In these matters 
personal self-discipline should be the hand- 
maiden of surgical courage, and the better 
judgment in such cases is usually to err on 
the part of laparotomy rather than obtain 
a personal triumph by the vaginal route. It 
is indeed passing strange that the aura of 
vaginal hysterectomy seems to identify one 
as a “gynecological” surgeon. 


A very frequent pitfall may be the under- 
taking of an extensive procedure with inade- 
quately trained surgical assistance. A compe- 
tent associate, capable of performing the pro- 
cedure with proficiency equal to that of the 
operator, is the ideal in a difficult vaginal 
hysterectomy and repair operation. 


SEPTEMBER 1957 


Repair Procedures Accompanying Vaginal 
Hysterectomy 


The six months to one year follow-up, and 
subsequent yearly examinations in a large 
series of vaginal hysterectomies accompanied 
by extensive pelvic repair may prove most 
illuminating. This confirms the importance 
of variability of technic to meet the indi. 
vidual needs of the case. Ninety-five per cent 
of our cases of vaginal hysterectomy were ac- 
companied by vaginal repair of greater or 
lesser degree. Vaginal hysterectomy per se 
may be only the beginning of the equally 
important operation of vaginal reconstruction, 

Failure to grasp this fact and to develop 
variations in the plastic restoration of the 
vagina, to meet the need of the individual 
case, account for many of the failures of this 
combined operation in providing a satisfac- 
tory result from the patient’s standpoint. 
Among the problems that may be encountered 
in the one year or longer follow-up are stress 
incontinence, or urinary moisture when rising 
from a sitting position, recurrent cystocele, 
relaxation of the vaginal vault, enterocele, 
excessive and redundant vaginal mucous mem- 
brane, or even a tightly constricted introitus 
with resultant dyspareunia. It is my belief 
that many reports from the teaching institu- 
tions based on a large clinic practice are 
lacking in this consideration, namely the 
long-term end result. Frequently the state 
of the plastic repair at the time of discharge, 
or at a routine postoperative check-up exami- 
nation is the only evaluation of the efficacy 
of the procedure employed. This is inevitable 
with a changing house staff and a drifting 
clinic patronage unable to maintain contact 
with the operating surgeon. 


However, in private practice the poorer 
results may haunt one for years. The prob- 
lems of unsatisfactory reparative surgery may 
be of increasing importance to the patient 
in subsequent years. The individual with 
chronic vaginal symptoms derives little com- 
fort from postoperative considerations, such 
as the pros and cons of vaginal versus ab- 
dominal hysterectomy. Incontinence or sexual 
maladjustment is not alleviated by discussing 
the merit of having eradicated a diseased 
cervix, nor is the relief obtained following 
removal of a malfunctioning or diseased uterus 
long remembered in the presence of personal 
discomfort following an unsatisfactory vaginal 
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reconstruction. Then for the first time the 
surgical minded gynecologist may become 
aware of the paucity of symptoms that really 
came from the uterine disorder. Hence, the 
plastic repair subsequent to vaginal hysterec- 
tomy is of considerable importance in the 
patient’s psychologic attitude and sense of 
well-being as well as in the preservation of a 
happy physician-patient relationship. 

Among the more serious or progressive 
problems to be circumvented at the time of 
repair are those involving descent of the 
vaginal vault or progressive enterocele. Such 
instances may be avoided by evaluation of 
the depth of the cul-de-sac and elimination 
of a potential or beginning enterocele at the 
time of hysterectomy. In all cases of vaginal 
hysterectomy, immediately following removal 
of the uterus, a finger should be inserted into 
the peritoneum of the cul-de-sac and its 
depth evaluated. Where this is attenuated and 
low, figure-of-eight sutures of black silk or 
other material may be used to plicate the utero- 
sacral ligaments at a high level with the mid- 
line peritoneum, thus closing the defect. An 
alternative and satisfactory procedure is the 
wedge excision involving both peritoneum 
and vaginal mucosa after the method of Tor- 
pin. Subsequent suturing approximates the 
uterosacral ligaments at a high level oblit- 
erating the potential enterocele. We have 
seldom found recurrent enterocele or pro- 
lapse of the vault when either of these pro- 
cedures was employed. 


In the patient having markedly attenuated 
uterosacral ligaments with eversion of the 
vagina, it is probable that a short, shallow 
vagina will be established to prevent recur- 
rence of a prolapse of the vault. In such cases 
the elongated uterosacral ligaments may be 
brought in a cross: suspender fashion to the 
pubocervical fascia of the opposite side at a 
relatively high level. Establishment of a long 
perineum can frequently then produce a 
vagina deeper than anticipated. By closing 
the vaginal mucosa in its entirety before 
inserting any buried sutures in the perineum, 
vaginal stricture may be avoided. 


A further warning in pelvic repair might 
be made concerning the restoration of the 
vaginal introitus. Postmenopausal contraction 
with extensive scar tissue may even eventually 
require a secondary operation in the form 
of perineotomy, because of the severe dys- 
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pareunia that may occur in such a patient. 
There is seldom benefit to be accomplished 
by a tight closure of the introitus in a meno- 
pausal individual. A very high and tight in- 
troitus in no way adds to the excellency of 
support of either anterior or posterior vaginal 
walls. 


Recurrence of cystocele, while frequently 
due to primary weakness of the fascia may 
also be due to inadequate plication of the 
pubocervical fascia. The repairing sutures may 
be placed as widely as compatible for closure 
of the fascia, and by inserting them parallel 
to the incision of the anterior vaginal wall 
rather than at right angles to the same, they 
are less apt to tear the fascia and hence a 
loosening effect is less apt to develop. Wide 
dissection of the vaginal mucosa from under- 
lying fascia is not necessary. 


The wave of cancer prophylaxis, particu- 
larly in the form of the increased number 
of cases with carcinoma in situ that are 
being discovered through the wide use of the 
Papanicolaou smear, undoubtedly is reflected 
in the hysterectomy problem. I can personally 
see no contraindication to vaginal hyster- 
ectomy for the treatment of carcinoma in situ, 
particularly as it permits most readily the 
removal of a wide vaginal cuff. Otherwise, 
surgery for carcinoma of the cervix or cor- 
pus should generally be accomplished ab- 
dominally. 


Summary 


The contraindications to vaginal hyster- 
ectomy may be most apparent upon evalua- 
tion of a given case, or the indications for the 
operation may be as clear cut as in certain 
cases of prolapsus. Between the two clearly 
defined extremes there exists a wide variation 
of disease entities requiring pelvic surgery. 
In many of these cases there may be room 
for a difference of opinion as to the choice 
avenue of approach. It naturally follows that 
the swing of the pendulum will be influenced 
by one’s training, personal experience and 
proven ability in certain technical procedures. 
The combination of vaginal relaxation and 
uterine disease especially challenges one to 
use the vaginal route as an efficient correc- 
tive procedure. The great satisfaction of ac- 
complishing adequate repair with removal of 
the uterus in a single stage has contributed 
to the justifiable ascendency of this operation. 
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However, the vaginal operation may pro- 
pose technical difficulties unless cases are in- 
telligently selected. In this decision the in- 
dividual surgeon must constantly re-evaluate 
his own abilities and hence must remain the 
final judge of the best operative procedure 
for his patient. There is no substitute for 
good surgical judgment in the selection of 
proper cases for vaginal hysterectomy. 
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Discussion (Abstract) 


Dr. Charles J. Collins, Orlando, Fla. There is no 
doubt that there has been an increased trend toward 
vaginal hysterectomy in this country in recent years. 
This has stimulated many papers which, for the most 
part, have categorically given the indications and 
contraindications and the advantages and disadvantages 
of the vaginal over the abdominal route. Dr. Bradford 
has employed a fresh approach to the subject of 
vaginal hysterectomy by discussing the factors that 
should be considered in the selection of cases for this 
operation. This brings the patient into the picture 
and places the subject on a more personal sort of 
basis. After all, her best interest and safety are more 
important than a demonstration of our surgical skill 
and dexterity. When a builder remodels or repairs 
a house, he first examines the house, determines the 
damage and then draws up a plan or blueprint by 
which this repair can be best accomplished. The pa- 
tient who needs a hysterectomy should have a surgical 
plan or blueprint, since often the hysterectomy is only 
a part of the procedure necessary to make this house 
or body comfortable to live in again. If the support- 
ing structures of the house are weakened, as in genital 
prolapse, the repair must be done through the base- 
ment. Dr. Bradford has properly emphasized the im- 
portance of adequate pelvic repair in restoring these 
sagging supports. If the trouble is in the second story 
of this house, as in adherent adnexal disease, malig- 
nancies of the uterus and large distorted fibroids, 
there is no doubt that the work should be done on 
the second floor. It is these first floor jobs, as moderate 
sized fibroids, well-supported or fixed uteri and freely 
movable adnexal masses, that tax our surgical judg- 
ment in making a decision whether to work through 
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the roof of the basement or on the first floor. Ip 
arriving at this decision the builder will consider 
other factors, as the size of the house, its age and 
its general condition. And so it is with this patient, 
If she is obese, I will make a special effort to 
morcellate her fibroids rather than attempt a diffi. 
cult and more dangerous total abdominal hyster. 
ectomy. If she is past her childbearing age and has 
a badly diseased cervix or persistent functional bleed. 
ing, I am more apt to suggest vaginal hysterectomy, 
If she is old, somewhat debilitated and not a first 
class surgical risk, I will be influenced to use the 
vaginal route if hysterectomy is indicated. 


Dr. Bradford has very properly sounded a note of 
caution lest we become too enthusiastic in our choice 
of patients for vaginal hysterectomy. If the excellent 
criteria, which he has given, are observed, serious 
difficulty will seldom be encountered in performing 
this operation. While a cautious approach is to be 
recommended, I am certain too much timidity stil] 
exists and its full application is not being generally 
utilized. This certainly does not apply to Dr. Bradford's 
group for his incidence of 40 per cent equals or ex- 
ceeds that found in most hospitals today. Agreeing 
as I do with all these good, sound principles to guide 
us in choosing cases for vaginal hysterectomy, I find 
our incidence is somewhat higher than Dr. Bradford's. 
There is undoubtedly a personal factor involved and 
this is the one which may get out of hand. I do not 
have the figures of our whole gynecologic department 
but I think they closely parallel mine. In looking over 
800 hysterectomies which I have done in the past ten 
years, I find 490 or 60 per cent have been vaginal. 
It was interesting to me to note the rise and fall of 
the incidence. In 1945 it was 34 per cent, rose to a 
peak of 78 per cent in 1953, which I am sure was too 
high, and has leveled off to about 66 per cent where 
I think it will remain. This illustrates how one’s en- 
thusiasm for vaginal hysterectomy increases until ex- 
perience cools it off to a more moderate degree. 
Whether 66 per cent is too high I do not know, but 
it is serving me well with very satisfactory results. | 
have had all the possible complications in doing this 
operation for over twenty-five years, but I have never 
failed to complete one vaginally and have had only 
one death, an elderly patient who had a pulmonary 
embolus after leaving the hospital. I am sure in some 
of my cases the interest of the patient would have 
been better served if I had done the operation ab- 
dominally, but this is something experience will teach 
all of us who try to overextend the selection of pa- 
tients. Vaginal hysterectomy is an excellent operation 
if kept within its limitations. What these are will 
often remain an individual opinion and must be 


interpreted by every gynecologist in the light of his, 


own ability to do the job and the best interest of the 
patient. 


I always look forward to a paper from Dr. Bradford 
and this one has particularly appealed to me because 
of its sound, conservative observations. It has been 
a real pleasure to discuss it. 
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The Place of Miltown in General 


Practice: 


WALTER I. TUCKER, M.D.,+ Boston, Mass. 


Meprobamate has made an unquestioned place for itself in the practice of medicine, 
even if its use in individual patients may be open to question. 


THE WIDESPREAD PUBLIC INTEREST about the 
use and abuse of tranquilizing drugs makes it 
essential that we try to establish more definite- 
ly the proper use of such drugs in medical 
practice. This paper is intended to be an ef- 
fort in that direction. 

Meprobamate, marketed as Miltown and 
as Equanil, was developed by Berger,! and 
for a report of its pharmacologic properties 
one should refer to his paper. It will suffice 
to say that meprobamate is related to me- 
phenesin and not related to the promazine or 
rauwolfia drugs. It appears to have a block- 
ing effect on interneurons, both peripherally 
and centrally, without significant effect on the 
autonomic nervous system. 


The first clinical study on Miltown, by 
Selling,? reported that 80 per cent of patients 
recovered or improved in all types of nervous 
conditions, and that the symptoms of insom- 
nia, tension, headache and anxiety were im- 
proved in 90 per cent of patients. Borrus® ob- 
tained equally good results. Other studies 
have reported Miltown to be of value in rheu- 
matic diseasest and particularly fibrositis, as 
an adjunct in the treatment of allergic con- 
ditions,® in musculoskeletal and central nerv- 
ous system disorders,® as a tranquilizer in the 
treatment of alcoholics? and as premedication 
for electric shock treatment.’ Pennington? re- 
ported benefit in the treatment of hospitalized 
psychotic patients, but Miltown has been used 
primarily in the treatment of outpatients and 
psychoneurotics, in contrast to Thorazine and 
Serpasil. 


Procedure 


In this series most of the group were out- 
patients, but some patients were included who 


*Read before the Section on General Practice, Southern 
Medical Association, Fiftieth Annual Meeting, Washington, 
D. C., November 12-15, 1956. 

+From the Department of Neuropsychiatry, The Lahey 
Clinic, Boston, Mass. 


were under treatment in a general hospital. 
They were, for the most part, chronic or prob- 
lem patients who had previously been tried 
on other medications such as phenobarbital, 
Thorazine and Serpasil. Some patients had 
psychotherapy to a variable extent in addition 
to medication. None of the patients repre- 
sented acutely disturbed or acutely psychotic 
states. The group represented the type of 
nervous patient frequently seen in general 
medical practice. 

Patients were treated over periods ranging 
from two weeks to nine months, beginning in 
June, 1954. Dosages ranged from 800 to 3,200 
mg. (2 to 8 tablets) daily although most pa- 
tients had 3 to 4 tablets daily. The effective 
dosage is not extremely variable as it is with 
the promazine and rauwolfia derivatives. 
Rarely does the patient with ordinary tension 
or anxiety state require more than 6 tablets 
per day. Higher dosages were used by others 
in the treatment of psychotics and alcoholics*® 
who were acutely agitated. We have compared 
the patient’s response to Miltown with the 
response to sedative and tranquilizing drugs 
previously taken, and although the factors of 
suggestion and psychotherapy are not con- 
trolled in assessing the results, they are not, to 
our minds, significant factors. 


Results 


The results of treatment of nervous dis- 
orders (Table 1) are notoriously difficult to 
evaluate and no claims are made on the basis. 
of the statistics here presented, except that 
our experience tends to confirm previous 
studies reporting the efficacy of Miltown in 
states of anxiety, tension and muscular spasm. 
Patients having tension headaches, or other 
symptoms attributed to muscular tension, or 
spasm responded particularly well. Patients 
treated were those who had not obtained good 
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TABLE | 
RESULTS OF TREATMENT 


Miltown Other Medication 
Improvement Improvement 

Diagnosis Marked Some None Marked Some None Total 
Anxiety 35 26 4 0 32 33 65 
Phobic 7 7 2 0 9 7 16 
Hysteria 1 5 6 1 5 6 12 
Obsessive 

compulsive 0 2 1 0 ] 2 3 
Personality 

disorders 1 2 18 0 4 12 16 

( Neurasthenia, 

hypochondriasis) 
Depressive 

reaction 3 7 8 0 6 7 13 
Involutional 

depression 1 9 4 0 6 8 14 
Schizophrenic 

reaction 3 3 0 3 6 9 
Organic 

disorders 0 1 6 0 4 3 7 
Total 51 62 42 1 70 84 155 


results with sedatives and tranquilizers previ- 
ously used, and in this group those with 
anxiety and tension states responded better 
to Miltown than to previous medications. In 
other types of psychoneuroses the results were 
not impressive and certainly no better than 
with other medications. In the personality dis- 
orders, including the chronic hypochondriacal 
and neurasthenic states, the response was also 
poor, as it was with other medications. The 
patients with depressive reactions were bene- 
fited, we believe, in proportion to the degree 
of anxiety and tension present. The numbers 
with psychotic and organic states were too 
few to permit any impressions. 


Toxic Reactions 


No severe toxic reactions were encountered 
in this series of patients. In one patient a 
generalized itching maculopapular rash de- 
veloped, which cleared in three days; in one 
urticaria developed and in one severe itching 
without urticaria was noted. All of these re- 
actions cleared promptly when the drug was 
discontinued. Similar allergic reactions of 
more severe degree have been reported by 
Selling,? Friedman and Marmelzat! and by 
Carmel and Dannenberg,"! and in all cases 
the reaction occurred soon after Miltown was 
started. Such allergic reactions can be serious 
if the drug is not promptly discontinued. So 
far this is the only major toxic effect reported. 


In our series, 8 patients had significant ab- 
dominal complaints of cramps, nausea or loose 
bowel movements which persisted until the 


drug was discontinued. Five patients com- 
plained of excessive drowsiness even after re. 
duction of the dosage to 1 or 2 tablets daily, 
Other patients had headache, drowsiness or 
gastrointestinal complaints to a minor degree, 
which were present for only the first few days 
or responded to a reduction in dosage. 

We have had no experience with patients 
taking an overdosage of Miltown, but Selling 
reported 2 patients who took 40 Gm. and 20 
Gm. respectively, over a 24 hour period, 
without serious adverse effect. This tends to 
support the pharmacologic studies indicating 
that Miltown is four to five times less toxic 
than most barbiturates.1 

Borrus* reported no abnormalities in blood 
and urine studies in over 100 patients after 
two months of treatment with Miltown, and 
no instances of blood dyscrasias have been re- 
ported. Miltown does not have a tendency to 
aggravate or produce a depressive reaction, 
and there are no reports of the production of 
a Parkinson-like syndrome, or of any adverse 
effects on the liver or kidneys. 

We can confirm Selling’s opinion that toler- 
ance to Miltown, necessitating increasing dos- 
ages to control symptoms, does not develop, 
nor have we found any indication of physio- 
logic addiction; the dosage could be reduced 
as symptoms improved, and the patients gen- 
erally did so spontaneously. Some patients 
tended to become psychologically dependent 
on this drug as they might to any medication, 
indicating the importance of the physician 
supervising medication and directing reduc- 
tion and discontinuance of medication when 
it is no longer necessary. 


Discussion 


Our experience in the use of Miltown tends 
to confirm the report of others that it is par- 
ticularly effective in reducing the symptoms 
of anxiety, tension and conditions of muscu- 
lar spasm, the commonest types of nervous 
reactions encountered in the general practice 
of medicine. It is important, however, to 
emphasize that all drug therapy of such con- 
ditions is only symptomatic treatment, and if 
the causes of tension and anxiety remain, s0 
will the symptoms and the need for medica- 
tion. We believe it is not too much to ask that 
all physicians treating such patients, regard: 
less of the type of practice, consider the pa- 
tient as a person, and the environment in 
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which he lives. It is not possible to change 
the patient into a different person or to modi- 
fy the environment so that there are no 
strains. It is usually possible, however, to sug- 
gest some changes in both respects, so that 
there is less strain, and this can often be done 
quite simply. 

There has been a great deal of publicity 
about the tranquilizing drugs, sometimes 
tending to exaggerate the effectiveness, and 
at other times “viewing with alarm” because 
of too widespread prescription and use of such 
drugs. We have several acquaintances who 
have no significant nervous disorder but who 
take Miltown when they expect to be con- 
fronted with a situation of tension or anxiety. 
There is reason to believe that the prescrip- 
tion of Miltown for similar reasons is not un- 
usual. This reminds one of Huxley’s famous 
book “Brave New World,” a phantasy about 
some future society in which all persons are 
adjusted to their role in life and any tension 
or unhappiness is dissipated by the wonder 
drug “Soma.” It seems, however, that in our 
present society a certain amount of tension 
and anxiety is not only inevitable but desir- 
able as a natural part of life. Let us, there- 
fore, restrict the prescription of Miltown to 
real illnesses in which it is necessary and ef- 
fective. 

In all studies to date no serious toxic ef- 
fects have been reported except for occasional 
allergic reactions, but these are not rare and 
can be serious if the drug is not discontinued. 
As with other drugs, it is possible that addi- 
tional toxic reactions will be reported in the 
future. At the present time there is no evi- 
dence of physiologic addiction to Miltown, 
but such may still be a definite possibility 
just as it is with the barbiturates. With the 
reservations stated in this discussion, it does 
seem that in the present state of our knowl- 
edge Miltown is the most effective and safest 
of the new tranquilizing drugs to use in the 
usual anxiety and tension states. The toxic 
reactions are similar to those encountered 
with barbiturates, but Miltown is more ef- 
fective and there appears to be less danger 
from voluntary or involuntary overdosage. 


Summary and Conclusions 


A report is given on the use of Miltown in 
155 patients. 
Miltown 


is particularly effective in the 
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treatment of states of tension and anxiety, 
particularly those involving muscular spasm. 

Many patients responded well to Miltown 
who had previously failed to respond favor- 
ably to other sedatives and tranquilizers. 


The only serious toxic effects so far re- 
ported are allergic skin reactions. 

In the present state of our knowledge Mil- 
town appears to be the most effective and 
safest drug for use in the anxiety and tension 
states. 
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Discussion (Abstract) 


Dr. A. J. Santangelo, Meridian, Miss. Dr. Tucker 
has just told you about the place of this tranquilizing 
drug in general practice. I know there is a tendency 
among general practitioners today to try each and every 
one of the new drugs as they appear on the market. 
This pract’ce is laudable in some respects but may be 
criticized in other respects. Usually most general prac- 
titioners are very busy and have very little time to 
spend with their psychoneurotic patients, whom they 
usually refer to as a “crock.” They order some tran- 
quilizer, send the patient on his way and forget about 
him. However, there are two things I wish to bring 
to your attention while discussing this paper of Dr. 
Tucker’s. One is the proper use of the tranquilizing 
drugs; the other is the abuse of the tranquilizing 
drugs. We have just been told that this drug is very 
effective in the treatment of anxiety states, tension 
and muscular spasm, with the dosages varying from 
800 to 3,200 mg. daily. Dr. Tucker tells us that rarely 
does a patient with anxiety or tension require more 
than 6 tablets per day. Most of the patients he has 
treated have been previously tried on other tranquiliz- 
ing medications with very little success, and he found 
that they responded better to Miltown than to previ- 
ous medications. However, he adds that in other types 
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of psychoneurosis the results are no better than with 
any other type of medication. 

A review of the literature reports that there has 
been improvement varying in from 60 to 90 per cent 
of the patients. This, however, still leaves a margin 
of patients who have shown little or no improvement. 
We have today no method of evaluating the reason 
why there was no improvement in the remaining 10 
to 40 per cent, since we do not know the complete 
history or circumstances of the patient who received 
treatment. Taking an arbitrary figure of 75 per cent 
improvement, we believe this is a good percentage 
of improvement for this drug. I also believe that pro- 
longed and proper use of this drug may increase this 
improvement ratio to a higher percentage of 80 or 
90 per cent. 


The physician must exercise care in the selection of 
patients before administering the drug, and exercise 
care throughout the administration of the drug. Dr. 
Tucker reminds us that we should not consider the 
patient merely as a person, but that we should con- 
sider him as an individual with a mind as well as a 
body. We should also consider the environment in 
which this individual lives, and that we cannot change 
him into a different person, or change his environ- 
ment, by the mere use of chemotherapy. But we can 
reduce the individual’s anxiety and make him more 
amenable to psychotherapy. 

I know a lot of you out there are now thinking, 
“How can we give psychotherapy to our patients?,” 
which is often difficult for the experienced person. 
Sometimes it is advisable to probe into the person’s 
personality, background and environment and see if 
there are any suggestions that we can make to help 
the patient. This, along with the use of a tranquilizing 
drug, very often will bring about decided improvement 
in the patient’s condition. 

The drug in question today is Miltown, which ap- 
pears to be a fairly safe drug used in moderate doses. 
This drug, a derivative of mephenesin, has been used 
in many other psychoneurotic disorders. It has been 
used in psychoses; it has been used in epilepsy; it has 
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been used in some forms of arthritis with results vary. 
ing from very good to no improvement. I wish to im. 
press upon you that Miltown, as well as any of the 
other tranquilizers, or ataractic drugs, is no cure-all 
for psychoneurotic states. There are many factors to 
be considered in the treatment of the patient besides 
chemotherapy. These drugs are merely new thera. 
peutic weapons which we have in our hands to relieve, 
or alleviate the symptoms of these people. The patient 
who is suffering from anxiety, or a tension state, js 
just as sick as a patient who suffers from appendicitis, 
or an ulcerated stomach, or any other physical dis. 
order, or even the psychotic patient. It is more diffi- 
cult to treat the neurotic individual than it is the 
true psychotic. 

As to the toxic reactions, beside the allergic and 
the gastrointestinal reaction Dr. Tucker has told you 
about, in a quick review of the literature, I found 
that there were several other types reported. There 
was one case of a temporary palsy of the extraocular 
muscles producing diplopia in one case and, in three 
cases, a paradoxical cerebral reaction in the form of 
extreme excitement, instead of tranquilization,—after 
two tablets in each instance. As we continue to use 
these drugs we will find that there will be other types 
of reactions reported in the medical literature. 


I wish to remind you that some patients have a 
tendency to become psychologically dependant upon 
this drug, or any other medication. Therefore, it is 
very important that the physician supervise the medi- 
cation and he should reduce, or discontinue the drug 
when it is no longer necessary. In prescribing a drug 
of this type, the physician should be aware of the re- 
actions. He should instruct his patient to report im- 
mediately to him any reaction that may appear from 
the use of the drug. In the event of a reaction the 
drug* should be discontinued immediately. Allergic 
reactions say be treated successfully with colloidal 
baths, antihistamines, or corticotropins, or a combina- 
tion of one or the other, or all three. 


In conclusion, Miltown is not a cure-all for anxiety 
and tension states. Let us not forget that. 


Order forms for Golden Anniversary Key available from 


headquarters, 1020 Empire Building, Birmingham, Ala. 
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Furadantin in Urinary Tract Infection: 


Long-Term Follow-up Study* 


JACK HUGHES, M.D., WILLIAM M. COPPRIDGE, M.D., 
and LOUIS C. ROBERTS, M.D.,+ Durham, N. C. 


The authors compare the efficiency of several drugs 


in controlling urinary tract infection. 


Iv Is A WELL-RECOGNIZED FACT that the course 
of urinary tract infections is all too often that 
of repeated recurrences resulting ultimately 
in a chronic state refractory to originally ef- 
fective drugs. It was thought that a long-term 
follow-up study of patients treated with some 
of the newer antibacterial drugs might de- 
termine if one drug would be of more value 
than another in preventing progression to a 
refractory state. Accordingly, a study was un- 
dertaken to determine: (1) the recurrence 
rate of urinary tract infections treated with 
Furadantin as compared with Thiosulfil; (2) 
the effect of each of these drugs on infections 
which failed to respond to, or recurred after 
the other had been given in adequate dosage; 
and (3) as an incidental part, the value of the 
disc method for determining sensitivity of or- 
ganisms to Furadantin. 


Materials and Methods 


Ambulatory nonhospitalized patients with 
both acute and chronic obstructive and non- 
obstructive urinary tract infections were 
treated with Furadantin and Thiosulfil. In 
most of the acute cases symptoms had been 
present for less than one week, there was no 
associated obstructive lesion, and no medi- 
cation had been given. All of the chronic in- 
fections had been present for more than one 
month. 


The usual dose of Furadantin was 100 mg. 
four times daily for one week; of Thiosulfil 
it was 0.5 Gm. four times daily for 8 doses, 
then 0.250 Gm. four times daily for a total of 
12.5 Gm. during a 10 day period. If the in- 
fection failed to respond to, or recurred after 


*Read before the Section on Urology, Southern Medical As- 
sociation, Fiftieth Annual Meeting, Washington, D. C., No- 
vember 12- 15, 1956. 


ae the Department of Urology, Watts Hospital, Durham, 


one of these drugs was given, the other was 
used. If it responded to neither, one or more 
of the following was prescribed,—tetracycline, 
chloramphenicol, and methenamine man- 
delate. Urine cultures were done in all cases 
before treatment and periodically afterward 
for at least 6 months. The cultures were made 
from the second portion of a voided urine in 
the male and from that obtained by catheter- 
ization in the female. 

Furadantin sensitivity studies using the disc 
method were done with most of the strains of 
bacteria isolated in this study. 

Cure was defined as occurring when bacil- 
luria and pyuria were absent and the urine 
culture remained negative for at least 3 weeks 
after completion of treatment. Recurrence de- 
noted the presence of pyuria and/or bacil- 
luria, and a positive culture of the original 
type of organism 4 to 25 weeks after com- 
pletion of therapy in which a cure had been 
effected. 

Results 


Of 248 patients studied 120 fulfilled the 
criteria for inclusion in this report; there were 
97 females and 23 males. Eighty were treated 
initially with Furadantin and 40 with Thio- 
sulfil. There were 64 patients with acute in- 
fections and 56 with chronic ones. The results 
of initial and secondary treatment are shown 
in tables 1 and 2. 


TABLE 1 
RESULTS OF INITIAL TREATMENT 


Initial Drug Number Cure Failure Recurrence 
AC 
39 33 (84.5%) (15.5%) 6 (18%) 
Thiosulfil 25 23 (92%) 2 (8%) 5 (22%) 
Chronic 
Furadantin 41 1] (27%) 30 (63%) 6 (54%) 
Thiosulfil 15 2 (13%) 13 (87%) 1 (50%) 
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TABLE 2 
RESULTS OF SECONDARY TREATMENT 


Drug Failure Number Second Drug Cure Failure 
Acute 

Furadantin 6 Thiosulfil 4 2 
Thiosulfil } Furadantin 2 0 
Chronic 

Furadantin 30 Thiosulfil 2 28 
Thiosulfil 13 Furadantin 2 ll 


The superiority of one drug over the other 
is not much in evidence in these results. How- 
ever, when consideration is given to the re- 
sults in the treatment of recurrence (Table 3), 
and of a number of chronic infections not in- 
cluded in this report for various reasons, there 
is a definite suggestion that Furadantin has a 
broader spectrum. 

Three other drugs were used to treat a num- 
ber of infections refractory to both Furadantin 
and Thiosulfil (Table 4). Two acute and one 
chronic infection responded to tetracycline; 3 
of 21 chronic infections responded to chlor- 
amphenicol, and 2 of 12 to methenamine 
mandelate. 

Sixteen per cent of all patients given Fura- 
dantin developed nausea, or nausea and 


TABLE 3 
TREATMENT OF RECURRENT INFECTIONS 


Number Results 
Initial Drug Recurrences Second Drug Cure Failure 
Furadantin 12 Thiosulfil 6 6 
Thiosulfil 6 Furadantin 6 0 
TABLE 4 


RESULTS OF TREATMENT OF INFECTIONS NOT 
CURED BY FURADANTIN AND THIOSULFIL 


Methenamine 
Chloramphenicol Tetracycline Mandelate 
Number Cure Failure Cure Failure Cure Failure 
Acute 2 2 0 
Chronic 39 3 18 1 20 2 10 
TABLE 5 


FURADANTIN-THIOSULFIL TREATMENT 
COMBINED RESULTS—BACTERIOLOGY 


Acute Chronic 
Cure Failure Cure Failure 

Esch. coli 44 1 9 ll 
Staph. albus 9 0 2 0 
A, aerogenes 6 1 3 15 
Proteus 2 0 3 12 
Pseudomonas 1 0 0 5 
Miscellaneous 1 0 0 4 
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vomiting. In 5 per cent of patients the drug 
was stopped because of these reactions. One 
patient developed a diffuse maculopapular 
rash while taking Furadantin. The rash dis. 
appeared when the drug was stopped but re- 
appeared when it was again used 3 weeks 
later. No serious reactions were encountered. 
A summary of the results on the basis of 
bacteriology is presented in table 5. The or- 
ganisms were those usually seen in urinary 
tract infections. Most of the Proteus and 
Pseudomonas strains occurred in chronic in- 
fections while the Staphylococcus was en- 
countered mostly in acute ones. No one species 
of organisms appeared to be consistently more 
responsive to one drug than to the other. 
Furadantin sensitivity of most of the in- 
fecting organisms was tested by the disc 
method using blood agar plates. Only in those 
instances in which there was no inhibition of 
growth was it possible to predict consistently 
the result of treatment—namely, failure. In 
the group of acute infections treated initially 
with Furadantin, 4 to 6 organisms which did 
not respond clinically showed zones of in- 
hibition 4 mm. or greater; in the chronic 
group not responding to Furadantin 30 per 
cent of the organisms showed zones 4 mm. or 
greater. On the other hand the organisms in 
20 per cent of all infections “cured” by Fura- 
dantin showed zones only | to 3 mm. wide. 


Conclusions 


In the dosage employed in this study Fura- 
dantin is a safe and effective antibacterial 
agent but does not appear to reduce the rate 
of recurrence of urinary tract infections be- 
low that of one of the newer sulfonamides. 
However, when the over-all results are con- 
sidered, Furadantin appears to have a some- 
what broader antibacterial spectrum. 

The results of sensitivity testing of Fura- 
dantin by the disc method do not predict ac- 
curately the clinical course except that com- 
plete lack of inhibition of growth indicates 
resistance of the organism and therefore fail- 
ure of treatment. 

Furadantin brand of nitrofurantoin was furnished by Eaton 


Laboratories, Norwich, N. Y., who provided a grant for the 
laboratory work. 


Thiosulfil brand of sulfamethylthiadiazole was furnished by 
Ayerst Laboratories, New York 16, N. Y.; Chloromycetin 


brand of chloramphenicol by Parke, Davis & Company, Detroit, 
Mich.; Mysteclin brand of tetracycline-nystatin by E. R. Squibb 
& Sons, New York 22, N. Y.; and Mandelamine brand of 
methenamine mandelate by Nepera Chemical Company, 
Yonkers, N. Y. 
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Discussion (Abstract) 


Dr. A. Fred Turner, Jr., Orlando, Fla. Drs. Copp- 
ridge, Roberts and Hughes have stated that the dif- 
ference in results obtained by the two drugs studied, 
Furadantin and Thiosulfil, may not be statistically 
significant. The difference in the results obtained in 
their acute as compared with their chronic cases, how- 
ever, is quite significant. This difference can be at- 
tributed in most cases, no doubt, to certain anatomico- 
pathologic factors which tend to produce chronicity 
in certain cases. These are factors which we as urol- 
ogists must find and treat in our daily practices in 
order to eradicate these stubborn infections. It would 
appear, therefore, that the development of these and 
other remarkable drugs has not obviated the need of 
the urologist in the stubborn urinary infections. The 
urologist seems to be in no imminent danger of being 
replaced by the bacteriologist. 


This comment is in no way intended, however, to 
minimize the role played by these remarkable drugs 
which have been placed at our disposal. Although 
simple cystitis in the female was found to respond to 
urethral dilatation and bladder irrigation before these 
drugs were available, the response is more rapid and 
certain with these drugs. Furthermore, in more serious 
cases of urinary infection these drugs may be life- 
saving. 

We therefore owe a debt of gratitude to the various 
pharmaceutical houses and the research scientists that 
they employ for their persistent search for better drugs 
with which to equip us. We are also indebted to some 
of our fellow physicians, such as Drs. Coppridge, 
Roberts, Hughes and others, who contribute a great 
deal through their clinical evaluation of the drugs. 

At present a great deal of research work is being 
done in combining various drugs already available. 
Meanwhile, new drugs make their appearance with 
bewildering frequency. The choice of the right drug 
or drugs, therefore, is not an easy matter for the prac- 
ticing urologist, and all of us perhaps feel that we 
can use all the help that we can get. 

We have found Furadantin a very useful and safe 
drug in our practice, and have used it a great deal. 
To reduce both the expense and nausea associated 
with the use of Furadantin, however, we have often 
combined Furadantin in doses of 50 mg. four times 
a day with one of the sulfonamides. This combination 
seems to have worked in a very satisfactory manner, 
although we have no statistics to offer in the way of 
proof. 


Dr. Frank Waltz of Eaton Laboratories, producers 
of Furadantin, informed me that there is no known 
synergy between the sulfonamides and Furadantin. 
He reports Furadantin has been found to exhibit in 
vitro synergy with Chloromycetin, tetracycline, and 
Erythromycin in that order. 
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Dr. George H. Putnam, Gainesville, Fla. 1 appreci- 
ate the opportunity of making a few remarks by way 
of discussion of this most excellent paper, given by Dr. 
Jack Hughes, which like all efforts made by Dr. W. M. 
Coppridge and his associates, such as their previous 
report on Elkosin shows much critical study and care- 
ful appraisal. I had the most pleasant opportunity 
afforded me in being selected by Dr. Coppridge as a 
student for almost two years. I have never known a 
finer gentleman in my 22 years of the practice of 
medicine. 

My experience with Furadantin covers a period of 
almost two years, since being given a generous supply 
of the drug by Eaton Laboratories for study. Our re- 
sults have been in conformity with those given in this 
paper and our conclusions support the belief that 
much is yet to be desired in our treatment of the very 
resistant organisms, pathogenic in the urinary tract 
such as Proteus, Aerobacter aerogenes, Pseudomonas 
and certain strains of Esch. coli. This is particularly 
true in our chronic cases. 

The usual unpleasant side reactions such as nausea 
and vomiting have been encountered and on a few 
occasions the drug had to be discontinued. 

I should like to mention briefly a recent extremely 
serious severe reaction. Though not fatal, it gave us 
much concern. 


A man, age 66, was operated on in February, 1956. 
A transurethral prostatic resection was done, together 
with a bilateral vas ligation as a prophylactic measure. 
Regardless of this, following infection resulting from 
an accidental removal of a catheter, (the patient re- 
inserting it) the patient developed acute epididy- 
mitis. Recovery was usual and complete in due time, 
following Achromycin at first and later Thiosulfil. 
Later he developed urinary difficulty due to stricture. 
He was dilated in August on two occasions with im- 
punity. On the third occasion he developed chills and 
fever and again a right acute epididymitis. This did 
not respond to sulfa in the form of Thiosulfil. He 
was given Furadantin 500 mg. daily for 5 days with 
intentions to continue the drug for 7 days. It had to 
be discontinued. He became very toxic and sleepy; 
this progressed. He would go immediately to sleep as 
soon as he sat down anywhere. He never developed 
jaundice. The urine was loaded with pus and gram- 
negative bacilli. No other findings. The B.U.N. was 
normal. Normal blood count was reported. About one 
week after the drug was discontinued, he developed a 
severe generalized urticarial eruption and angioneurotic 
edema. No pruritus occurred until a week or 10 days 
later, which began in earnest. This delay seemed un- 
usual to our dermatologist. The patient finally re- 
sponded to antihistamines, fluids and local therapy. 


I wish to express my appreciation again for time 
to discuss the paper. 
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Experiences with Vaginal Delivery 
Following Cesarean Section’ 


H. L. RIVA, COL., M.C., U.S.A., W. L. PPCKHARDT, LIEUT. COL., 
M.C., U.S.A., and J. L. BREEN, CAPT., M.C., U.S.A.,+ 


Washington, D. C. 


A high proportion of women can be delivered vaginally if given 
the test of labor even though section had been used previously. 


IN RECENT YEARS an increasing number of ar- 
ticles have been written which have warranted 
reconsideration in our clinic of the problem 
“once a cesarean section, always a section.”!-1" 
We do not propose to review all of these 
articles, but do wish to present the expe- 
riences and results obtained in managing and 
delivering patients who have had one or more 
previous cesarean sections. 


From January I, 1953, to October 1, 1956, 
there were 7,600 deliveries and 107 cesarean 
sections performed at Walter Reed Army Hos- 
pital. One hundred and twenty-three patients 
were seen who had had previous cesarean 
sections. 


Clinical Study 


Management of the Patient Who Has Had 
a Previous Cesarean Section. Patients with 
a history of a previous cesarean section are 
referred to a special problem clinic where 
they are evaluated and followed at frequent 
intervals. All records pertaining to their pre- 
vious obstetric care are obtained to ascertain 
the indication for the previous section, the 
type of section performed, the postoperative 
course, and other pertinent data. These pa- 
tients are told that they will be allowed to 
go into labor and that delivery may be ac- 
complished vaginally. They are assured that 
every precaution will be taken for their com- 
plete well-being and that any indicated sec- 
tion will be done without delay. It is a rare 
exception when patients do not readily adjust 
to this regimen. The majority are quite anx- 
ious to have their babies normally. 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 

+From the Obstetrical and Gynecological Service, Walter 
Reed Army Hospital, WRAMC, Washington 12, D. C. 


These patients are admitted to the obstetric 
ward approximately two weeks before term, 
as determined by clinical history, size of fetus, 
and status of the cervix as noted by sterile 
pelvic examinations in the third trimester. 

At the onset of labor, intravenous infusions 
are started, a resident is in constant attend- 
ance, and the blood bank and operating staffs 
are alerted. According to the patient’s previous 
history and progress in labor, observation may 
be made either on the obstetric ward or in 
the operating pavilion. 

Delivery is accomplished with outlet for- 
ceps over a median episiotomy, using Trilene 
inhalation and Xylocaine pudendal block an- 
esthesia and occasionally saddle block anes- 
thesia. Whenever possible, the second stage 
of labor is shortened or eliminated. 


Following delivery the uterus is explored 
manually to determine the presence of any 
defects. The postpartum care is routine and 
the patient is discharged between the fourth 
and sixth postpartum day. 

Cesarean Section Rate. ‘Table 1 shows the 
cesarean section rate for the period, January 
1949 to October of 1956. The section rate 
dropped significantly with the onset of 1953 


TABLE 1 


CESAREAN SECTION RATE 
WALTER REED ARMY HOSPITAL 


Year Total Deliveries Number of Sections Section Rate 
Per Cent 

(Jan.) 1949 1,076 35 3.25 
1950 1,195 33 2.76 
1951 1,613 37 2.29 
1952 1,971 46 2.32 
1953 2,106 36 1.70 
1954 1,997 25 1.25 
1955 1,991 28 1.41 

(Oct.) 1956 1,510 18 1.19 


\| 
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TABLE 2 


INDICATION FOR THE FIRST SECTION IN CASES 
HAVING HAD PREVIOUS CESAREAN SECTION 


(123 Cases) 

Indication Number 
Cephalopelvic disproportion 55 
Placenta praevia 99 
Eclampsia 
Transverse presentation 6 
Unknown 6 
Uterine inertia 4 
Cervical stenosis 4 
Hydrocephalus 4 


Abruptio placenta 

Previous Manchester operation 3 
Dermoid cyst 9 
Prolapsed cord 9 
Face presentation 2 
Anacephalic monster 1 
Previous subarachnoid hemorrhage 1 
Brow presentation ] 


TABLE 3 
PREVIOUS CESAREAN SECTIONS 
(123 Cases) 

Vaginal Deliveries Subsequent Cesarean Sections 
Spontaneous 10 Extraperitoneal 25 
Low forceps 72 Low cervical 7 
Mid forceps 2 Classical 3 

Total cesarean 
hysterectomy 2 


Subtotal cesarean 
hysterectomy 1 


38 


when the policy was instituted of allowing 
patients who had had previous cesarean sec- 
tions to deliver vaginally. 

Indication for First Cesarean Section. The 
indication for the previous section is indicated 
in table 2. The leading causes were cephalo- 
pelvic disproportion and placenta praevia. In 
six cases the indication could not be satis- 
factorily determined, since the original section 
had been performed elsewhere and accurate 
data could not be obtained. 


Method of Delivery of Present Series. Table 
3 shows the method of delivery for the 123 
patients. Eighty-five patients, or 69.1 per cent 
of all patients who had had one or more 
previous cesarean sections, were successfully 
delivered vaginally. The manner in which 
they were delivered varied, but, as a rule, 
spontaneous deliveries were avoided. Of those 
patients who were delivered vaginally, the 
longest labor was 29 hours, the shortest 3 
hours, with the average duration being 9 
hours. Thirty-eight patients, or 30.9 per cent, 
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had another cesarean section. Of the latter, 31 
were in labor before a decision to do a section 
was made. The longest time of labor for any 
patient in this group was 23 hours, the short- 
est 1 hour, the average duration being five 
and a half hours. 


Previous Cesarean Section in Patients 
Having Had Prior Vaginal Deliveries. Forty- 
three patients had had vaginal deliveries prior 
to their first cesarean section. The mode of 
delivery for these patients, as compared to the 
number of sections the patient had, are listed 
in table 4. In only 6 instances was it necessary 
to do a subsequent section, thus giving a 13.9 
per cent section rate for those patients who 
had had a previous vaginal delivery. The low 
incidence of subsequent sections is to be an- 
ticipated in this group, inasmuch as the de- 
livery of one infant assures the obstetrician, 
providing all other factors are normal, that 
vaginal delivery could again occur. 

Indications for Subsequent Section in Those 
Having Had Previous Section with Prior Vag- 
inal Delivery. Three of the patients listed in 
table 5 might have been delivered vaginally 
if the subsequent section had not been com- 
plicated by placenta praevia, bicornuate 
uterus and a placenta increta, thus, potential- 
ly, giving a correctable rate of 6.9 per cent 
for those patients who had had a previous 


TABLE 4 


PREVIOUS CESAREAN SECTIONS WITH PRIOR 
VAGINAL DELIVERIES 


(43 Cases) 
Number of Previous Vaginal Cesarean 
Sections Deliveries Sections Total 
1 29 4 33 
2 6 1 7 
3 1 1 2 
4 1 0 1 
37 6 43 
TABLE 5 


INDICATIONS FOR SUBSEQUENT SECTION IN 
PATIENTS HAVING HAD PREVIOUS CESAREAN 
SECTION WITH PRIOR VAGINAL DELIVERY 


Duration of Labor Number Previous 


Indication (hours) Sections 
Placenta praevia 2 2 
Cephalopelvic disproportion 5 3 
Bicornuate uterus 7 1 
(Infant in one horn 
placenta in the other) 

Cephalopelvic disproportion 13 ] 
Cephalopelvic disproportion 5 1 

(Subtotal hysterectomy for 

placenta increta) 

Cephalopelvic disproportion 7 1 
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TABLE 6 


PREVIOUS CESAREAN SECTION WITHOUT 
PRIOR VAGINAL DELIVERY 


(80 Cases) 
Number of Delivery Per Delivery Per Per 
Sections by Vagina Cent by Section Cent Total Cent 
1 30 68.1 14 31.9 44 100 
2 15 55.5 12 44.5 27 100 
3 2 25 6 75 8 100 
+ 0 1 100 1 100 
47 33 80 
TABLE 7 


INDICATION FOR SUBSEQUENT SECTION IN THOSE 
HAVING HAD PREVIOUS CESAREAN SECTION 
WITHOUT PRIOR VAGINAL DELIVERY 


(33 Cases) 
Indication Number Cases 

Cephalopelvic disproportion 23 (69.6%) 
Placenta praevia 1 
Elective repetition 2 

without labor 
Juvenile diabetic 1 
Diabetic with transverse 1 

presentation 
Occult rupture 2 
Uterine inertia 1 


Rh-HR sensitization: 
Stillbirth 

History uterine rupture 
with preceding pregnancy 


1 (Cesarean hysterectomy) 


1 (Cesarean hysterectomy) 


33 


vaginal delivery. All patients were allowed 
some degree of labor. In the instances of 
cephalopelvic disproportion, the infants 
weighed as much or more than those of the 
first cesarean section. 


Previous Section Cases Without Prior Vag- 
inal Delivery. Table 6 shows that there were 
80 patients who had had a previous cesarean 
section and who had not been delivered vag- 
inally. Of these, 47 were delivered vaginally 
and 33 had subsequent sections, giving an in- 
cidence of 58.8 per cent for those who were 
delivered vaginally for the first time. 

Indication for Subsequent Section in Pa- 
tients Who Had Previous Sections Without 
Prior Vaginal Delivery. The indications for 
a subsequent section in patients who had no 
previous vaginal deliveries are listed in table 
7. Cephalopelvic disproportion is again seen 
to be the leading cause. 


One patient had a history of a rupture of 
the uterus at the twenty-fourth week in her 
previous pregnancy. A cesarean hysterectomy 
was done at term prior to the onset of labor, 
because of an extensive cicatrix of the uterus. 
The patient, with a history of repeated still- 
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births due to Rh-HR incompatibility, ex. 
tensive cicatrix of the uterus, and a previous 
history of hypofibrinogenemia also had a 
cesarean hysterectomy. 

Previous Section for Fetopelvic Dispropor. 
tion with Prior Vaginal Delivery. Table 8 is 
probably the most significant table in this 
series. It shows the number and method of 
delivery of 45 patients who were allowed to 
go into labor when their previous cesarean 
section had been performed for cephalopelvic 
disproportion. Only those cases are included 
where term infants were delivered. Of the 45 
patients 25, or 51.1 per cent, were delivered 
vaginally. 

A comparison of the infant weight with 
the first section for cephalopelvic dispropor- 
tion, as opposed to the weight at subsequent 
vaginal delivery revealed, in 18 instances, that 
the infant weighed more with the first de- 
livery. The difference in weight probably was 
a significant factor in the successful vaginal 
delivery. In only 5 instances did the baby 
weigh more when delivered vaginally. 

In the 22 cases in which these were sub- 
sequent cesarean sections, the infants in 7 
instances weighed more than those who were 
delivered by first cesarean section for cephalo- 
pelvic disproportion. In 11 cases the infant 
weighed less and in 4 cases the weight at initial 
section was not known. 

Incidence of Uterine Defects in Cases of 
Previous Cesarean Section. Following vag- 
inal or abdominal delivery of a patient who 
has had a previous cesarean section, the uterus 
was thoroughly explored manually to ascer- 
tain if there were any defects. Table 9 shows 
that there were 27 recorded instances of a 
uterine defect. Fourteen of these were in the 
line of a previous classical scar, 3 in a low 
cervical scar, and 10 were unclassified. The 


TABLE 8 


PREVIOUS CESAREAN SECTION FOR FETOPELVIC 
DISPROPORTION WITHOUT PRIOR VAGINAL 


DELIVERY 
(45 Cases) 
Method of Delivery (Term Infants Only) 
Cesarean section 22 
Vaginal delivery 23 
Spontaneous 8 
Low forceps 13 
Mid forceps 2 
45 
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TABLE 9 


INCIDENCE OF UTERINE DEFECT IN 
PREVIOUS CESAREAN SECTIONS 


Type of Section with Associated Number of Defects 


Classical 14 
Low cervical 3 
Unclassified 10 
Total 27 


latter were difficult to evaluate because the 
examiners recorded a vague impression of a 
questionable defect. When speaking of a de- 
fect, the criterion of a 1 cm. lesion in the 
myometrium extending to the serosa, is used. 
The corrected incidence of a defect which is 
definite is 13.8 per cent. 

Incidence of Uterine Rupture in Cases 
Previously Sectioned. There were two in- 
stances of uterine rupture, both occult (Table 
10). One occurred during labor and the other 
unrelated to labor, giving an incidence of 
uterine rupture of 1.62 per cent. Both were 
detected prior to cesarean section and were 
repaired with a layer closure at the time of 
surgery. 

Fetal Mortality in Cases Previously Sec- 
tioned. Table 11 shows that the fetal mor- 
tality could be corrected in all. There was one 
maternal death in this series that was not at- 
tributable to vaginal delivery. This patient, 


TABLE 10 


INCIDENCE OF UTERINE RUPTURE IN 
PREVIOUS CESAREAN SECTIONS 
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following a short trial of labor, had another 
cesarean section for cephalopelvic dispropor- 
tion. She had a benign postpartum course and 
was discharged on the tenth postpartum day. 
Two weeks later she was admitted in severe 
irreversible shock and died while on the oper- 
ating table. At autopsy, shock and death were 
attributable to a slough in the suture line of 
the scar of the second section with exposure 
of a large vessel. This is a potential complica- 
tion in any scar due to subsequent cesarean 
section with or without labor. 


Summary 


1. One hundred and twenty-three patients, 
having histories of a previous cesarean section 
and in whom elective repetition of cesarean 
section was intentionally not done, were ana- 
lyzed. Eighty-five, or 69.1 per cent, of these 
patients were delivered vaginally and 38, or 
30.9 per cent, were delivered by another cesar- 
ean section. All fetal mortality could be cor- 
rected. There was one maternal death follow- 
ing a repeat section. 

2. Fifty-one and one tenths per cent of all 
patients who had cesarean sections initially 
for cephalopelvic disproportion were delivered 
vaginally. 

3. There were two occult uterine ruptures 
in this series with no associated morbidity or 
mortality. 

Conclusion 


The question of subsequent cesarean sec- 
tion is becoming an increasingly prevalent 


' problem in present-day obstetrics. The man- 

Occult 1 agement of such patients, if vaginal delivery 

| is to be attempted, requires the services of 

Occult 1 many trained personnel and the constant 

Total Rupture 2 availability of operating room facilities. It is 
TABLE 11 


FETAL MORTALITY IN PREVIOUS 
CESAREAN SECTION 


(123 Cases) 
Method of Weight 
Type Delivery Oz. Cause 
1. Immature Version and 1 10% Abruptio 
Stillborn extraction 
Intrapartum death 
2. Immature Assisted breech 1 3 Unknown 
Stillborn 
Antepartum death 
3. Immature Spontaneous 1 8 Abruptio 
Neonatal death Diabetes mellitus 
4. Term Total Unknown Rh sensitization 
Stillborn cesarean 
: Antepartum death hysterectomy 
5. Premature Spontaneous 3 6 ABO incompatibility 


Neonatal 
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not feasible to attempt vaginal delivery fol- Fossey Of 1,047 Cases, Am. J. Obst. & Gynec. 63:978, 
lowing a previous cesarean section if these 4. Eames, D. H.: Management of Pregnancies Subsequent 
oon 4 to Cesarean Section, Am. J. Obst. & Gynec. 65:944, 1953 
facilities are not available. We feel that aware- 5. Hindman, D. H.: Pelvic Delivery Following Cesarean 
tion, Am. J. & ynec. :27 
ness of the fact that vaginal delivery can be ey 8 gy Rup 
accomplished with relative safety makes it the te 
method of choice, if the practicing obstetrician Uterine Incision at Repeat Cesarean Section, Am, J. 
a Obst. & Gynec. 2:54, 1953. 

has that choice. 8. Skell, A. J., and Jordan, F. F.: A Consideration of 

~ Obst. & Gynec. 23:172, 1939, 

1. Nattrass, John: Vaginal Delivery Following Caesarean 10. Wilson, A. L.: Labor and Delivery After Cesarean Section 
Section, M. J. Australia 2:329, 1953. , Am. J. Obst. & Gynec. 62:1225, 1951. ; 
2. Cosgrove, R. A.: Management of Pregnancy and Delivery 11. Cosgrove, S. A.: Tr. Internat. & Fourth Am. Congress On 
Following Cesarean Section, J.A.M.A. 145:884, 1951. Obst. & Gynec. (Supp. vol. Am. J. Obst. & Gynec.) 
3. Diddle, W. H.: A Consideration of Cesarean Section with 61-A:307, 1951. ; oa 
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The Management of Substernal and 
Intrathoracic Goiters* 


BRIAN BLADES, M.D., and PAUL C. ADKINS, M.D.,t+ 


Washington, D. C. 


Such goiters may offer problems in diagnosis. The technical 
aspects of their removal are the subject of a thorough discussion. 


BEFORE DISCUSSING THE MANAGEMENT of sub- 
sternal and intrathoracic goiters it is essential 
to define precisely what is meant by these 
terms. Some of the confusion and differences 
of opinion expressed in the literature concern- 
ing the surgical treatment and particularly 
the approaches employed for surgical extirpa- 
tion have resulted from the lack of exact 
definitions in describing the lesions. 


A substernal goiter may be defined as a 
goiter which is evident in the neck with ob- 
vious extension beneath the sternum on roent- 
genographic examination. The term intra- 
thoracic goiter includes lesions which are con- 
fined to the thorax with no palpable thyroid 
tissue in the neck. In the substernal variety 
the amount of thyroid tissue in the mediasti- 
num may vary from an insignificant projec- 
tion beneath the sternum to an iceberg con- 
figuration, with a greater part of the lesion 
in the thorax. 

Various other definitions based on the posi- 
tion of the vascular pedicle,! the amount of 
tissue within the thorax, and embryologic 
and anatomic features, have been described.?~* 
For practical purposes, however, and appli- 
cation to surgical incisions, the lesion consid- 
ered a substernal goiter can almost always be 
removed through the cervical approach. Con- 
versely, the true intrathoracic goiters, with no 
demonstrable extension into the neck, can be 
extirpated with greater ease and safety if a 
transthoracic approach is employed.?.* 


Diagnosis 


The establishment of the presence of a sub- 
sternal extension of a goiter in the neck is 


*Read before the Section on Surgery, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


_tFrom the Department of Surgery, The George Washington 
University School of Medicine, Washington, D. C. 


usually relatively easy. Most failures to ap- 
preciate the situation preoperatively have re- 
sulted from omission of the precaution to ob- 
tain a roentgenogram of the chest in every 
patient with a palpable goiter in the neck. 
Characteristically, the substernal extension 
can be seen on the roentgenogram as a pyra- 
midal shadow with the narrower end extend- 
ing distally into the superior mediastinum. 
This shadow can usually be traced upward 
and is continuous with the thyroid enlarge- 
ment in the neck. Often the trachea is com- 
pressed laterally. 


In the true intrathoracic goiter, differential 
diagnosis involves consideration of the various 
tumors which may be found in the superior 
mediastinum. The possibilities of a broncho- 
genic cyst, thymoma, enlarged lymph nodes 
from any cause, aneurysms, and esophageal 
tumors may be considered. Movement of the 
mass, during the act of swallowing, may be 
helpful in establishing the correct diagnosis. 
The aorta is often displaced downward with 
resulting prominence of the arch (Fig. 1, A). 
The displacement of the innominate and sub- 


FIG. 1 


(A) Intrathoracic goiter in a 40 year old, colored man. 
There is a large superior mediastinal mass with some dis- 
placement of the trachea and aortic arch. Thyroid not 
palpable in the neck. (B) Lateral view. Anterior superior 
mediastinal mass was removed by thoracotomy and was a 
large nodular goiter. 
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clavian arteries outward will cause widening 
of the mediastinal shadow. Occasionally, a 
tongue of thyroid tissue will project down- 
ward and displace the trachea and the esopha- 
gus forward (Fig. 3, A and B). This is par- 
ticularly true in the intrathoracic variety with 
no evidence of connection to the thyroid in 
the neck. 


In huge substernal or intrathoracic goiters 
there may be evidence of partial obstruction 
of the superior vena cava. This is relatively 
rare. Examples of compression of the superior 
vena cava by benign goiters within the thorax 
will be described later. 

The lesion may be entirely asymptomatic 
and be discovered on routine physical exam- 
ination including an x-ray film of the chest. 
Manifestations of pressure on the trachea may 
be characterized by dyspnea, cough and stri- 
dor. This is particularly true in the older age 
group with associated emphysema. Dysphagia 
from pressure on the esophagus may occur 
but is relatively rare. Manifestations of thyro- 
toxicosis may be evident with these lesions, 
but more often a nodular goiter is present 
without evidence of hyperthyroidism. 


Radioactive iodine uptake studies may be 
useful in the differential diagnosis of intra- 
thoracic and substernal goiters. This technic 
is of particular importance in the true intra- 
thoracic variety. It is important to note, how- 
ever, that the iodine uptake studies cannot 
be considered specific, since in many of these 
lesions there is little or no thyroid function 
and the uptake will be inadequate to furnish 
reliable findings. 


Indication for Operation 


Unless the patients general condition pre- 
cludes a major surgical operation, the very 
presence or suspected presence of a substernal 
or intrathoracic goiter constitutes sufficient 
reason to recommend surgical intervention. If 
there is evidence of toxicity, removal of the 
goiter is mandatory after proper preparation. 
In the substernal varieties, in which there are 
palpable nodules in the cervical portion of 
the mass, the possibility of malignant degen- 
eration makes treatment even more imper- 
ative. 

Patients of older age, particularly those in 
whom some emphysema is present, may suffer 
disabling or even life-endangering respiratory 
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embarrassment from  substernal or intra- 
thoracic goiters. With the ever increasing life 
span it is particularly important, therefore, to 
remove these lesions before the inevitable de. 
generative processes of old age increase the 
risk of operation. 


Surgical Technic 


The great majority of substernal thyroids, 
even the extremely large ones, can be re- 
moved safely and with ease through the cervi- 
cal approach. The true intrathoracic goiter 
requires a thoracic approach, both from the 
standpoint of safety of the operation and be- 
cause the final and exact diagnosis cannot be 
made until the lesion is exposed in the 
mediastinum. 


The differences of opinion regarding de- 
cisions and surgical approaches concern the 
substernal type of lesion with a huge ex- 
tension into the thorax. 

The various surgical maneuvers which have 
been employed have probably represented ex- 
temporaneous ones following unsuccessful at- 
tempts to deliver a large substernal goiter 
through a cervical incision. These include 
morcellation, sternum splitting incisions, and 
more recently, a separate intercostal incision 
to gain access to the lesion in the mediastinum. 

The selection of the cervical incision im- 
plies that the surgeon is reasonably sure that 
the lesion is a substernal thyroid, and the 
principal problem is exposure of, and ex- 
tirpation of the substernal portion of the 
goiter. If, after ligation of the superior thyroid 
vessels, middle thyroid veins, and if possible 
the inferior thyroid vessels, access to the sub- 
sternal portion becomes difficult or impos- 
sible, the surgical expediencies which have 
been mentioned must be considered. 


Before anesthesia technics were refined, 
speed was a premium, and morcellation of the 
remaining thyroid tissue in the chest was a 
popular and well-applied technic.® Blunt de- 
struction of thyroid tissue to reduce the size 
of the intrathoracic mass, regardless of hemor- 
rhage and the disorderly untidy conditions, 
made it possible to deliver and excise the 
substernal portion of the goiter. 


Leisurely operating, predicated on excellent 
anesthesia and the availability of blood for 
transfusions, allowed a new approach, namely 
the sternum splitting incisions. The almost 
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guaranteed ability of keeping a patient alive 
for many hours under anesthesia and the cur- 
rent false sense of security against infections 
furnished by the wonder drugs, made this ap- 
proach seem rational and appropriate. With 
due consideration of the risk of dogmatic 
statements, we are willing to go on record 
that the sternum should never be subjected 
to a longitudinal split to effect the removal 
of a substernal goiter. Postoperative pain is 
extremely severe. The instances of wound in- 
fections with this type of approach, even with 
antibiotic protection, is high. 

It is our feeling that if a substernal thyroid 
cannot be removed intact through a cervical 
incision, an anterior thoracotomy through the 
second or third interspace should be per- 
formed (Fig. 2). Via this latter approach the 
mediastinal portion of the goiter may be 
dissected free under direct vision, and then 
can usually be delivered up into the cervical 
incision. The intercostal incision can then be 
closed, with water-seal drainage of the pleural 
cavity, and affords a minimum of postopera- 
tive discomfort. 


FIG. 2 


SUBSTERNAL THYROID 
INCISIONS 


Various incisions which have been used for removal of sub- 
sternal goiters. Downward extensions of the cervical incision 
(---) may be of value in gaining access to the lower pole of 
the gland. Splitting of the sternum (-.-.) is not recom- 
mended. 
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After removal of a substernal goiter either 
by the cervical approach alone, or by a com- 
bined approach, drainage of the substernal 
space is mandatory. Without drainage, serum 
and blood tend to accumulate in the space 
previously occupied by the tumor mass and 
preclude a satisfactory convalescence. Soft rub- 
ber tissue drains placed in the substernal space 
and brought out in the neck may prevent con- 
siderable postoperative difficulty. 


In dealing with a true intrathoracic goiter, 
without a palpable cervical component, a 
posterolateral thoracotomy approach is recom- 
mended. This can be accomplished either by 
an intercostal incision or through the bed of 
the fourth or fifth rib on the appropriate side, 
usually the right. This approach affords ex- 
cellent visualization of the tumor and the sur- 
rounding vital structures, and removal can be 
accomplished without fear of blind injury to 
nerves or large vessels. 


Illustrative Cases 


Case 1. A 49 year old, obese, white woman was ad- 
mitted to The George Washington University Hospital 
on January 15, 1956. Approximately 2 years prior to 
admission the patient had been told by her family 
doctor that her thyroid was slightly enlarged. How- 
ever, she had no symptoms referable to her thyroid at 
that time. Approximately 2 months prior to admission 
the patient noticed that she was having some dif- 
ficulty swallowing and in addition she had awakened 
at night several times with shortness of breath. There 
were no symptoms which might be construed as mani- 
festations of thyrotoxicosis. ‘The patient had been well 
in the past and had had no serious illnesses. Her 
menstrual periods had been irregular over the 3 or 4 
months before admission, but otherwise she was in 
good health. 

Physical examination showed a well-developed, obese, 
white woman who was not acutely ill. Blood pressure 
was 120/80. The left lobe of the thyroid and the 
isthmus were palpable and were slightly enlarged, but 
no definite nodules were felt. The lungs were clear 
but on percussion there appeared to be some widening 
of the mediastinum. The heart was not enlarged and 
no murmurs were heard. The remainder of the physi- 
cal examination was within normal limits. 


Laboratory Studies. Hgb. was 13 Gm., V.P.C. 42, 
and WBC 10,400. Urine was negative. Electrocardio- 
gram was within normal limits. Roentgenogram of 
the chest showed a superior mediastinal mass extend- 
ing down posteriorly and to the right of the trachea. 
‘There was elevation of the left leaf of the diaphragm 
and calcification at the left hilum. The lungs were 
clear (Fig. 3, A and B). 


Course in Hospital. Preoperatively it was believed 
that the mediastinal shadow represented a large intra- 
thoracic goiter. The vocal cords were examined pre- 
operatively and were found to function normally. On 


957 
Ta- 
to 
de. 
he 
ds, 
re- 
vi- 
er 
he 
be 
ne 
le- 
1e 
ve 
X- 
t- 
le 
d 
n 
2. 
it 
A\ 
\ \ 
ANS } 
)- | 
/\ 
| 


1126 SOUTHERN MEDICAL JOURNAL 


SEPTEMBER 1957 


FIG. 3 


Case 1. (A) Superior mediastinal mass displacing trachea to the left. (B) Lateral view. The intrathoracic portion of this 
goiter is to the right and posterior to the trachea. 


January 18, 1956, operation was done under general 
endotracheal anesthesia. A low Kocher neck incision 
was made and the strap muscles were divided. It was 
found that the patient had a very large nodular left 
lobe, enlargement of the isthmus and a huge right 
lobe of the thyroid which extended down substernally 
to the region of the aortic arch. The left lobe of the 
thyroid was freed up and its vascular attachments 
were divided. The right lobe was quite large and ap- 
peared to be somewhat cystic. Using sharp and blunt 
dissection, it was found that the inferior pole of the 
right lobe was adherent to tissue in the mediastinum, 
and could not be readily mobilized. 


Therefore, an anterior thoracotomy incision was 
made through the third right interspace. Through this 
approach the inferior pole of the right lobe of the 
thyroid could be easily approached and mobilized. 
The operator’s right hand was then able to deliver 
the remainder of the right lobe easily up into the 
neck. The recurrent laryngeal nerves on each side 
were identified and the thyroid was removed. The 
neck incision was closed in the usual fashion and the 
thoracotomy incision was closed after a chest catheter 
had been inserted through a stab wound in the fourth 
interspace for water-seal drainage. At the conclusion 
of the operation, the vocal cords were again examined 
and found to be functioning normally. 


The patient had an essentially uneventful postoper- 
ative course. The chest tube was removed on the first 
postoperative day and the drain was removed from 
the neck incision on the second postoperative day. The 
patient was discharged from the hospital on the ninth 
postoperative day in good condition. Subsequent fol- 
low-up studies revealed her to be well and asympto- 
matic. She did complain of slight hoarseness, but ex- 
amination of the vocal cords revealed no abnormali- 
ties. When last seen, approximately 7 months post- 
operatively, the hoarseness was minimal. 


Pathologic Report. The specimen consists of the right 


and left lobes and isthmus of the thyroid gland. The 
right lobe measures 12 by 6.8 by 4.6 cm. The left lobe 
measures 9.8 by 6 by 2.8 cm. The isthmus measures 
3.5 by 2.4 by 1.3 cm. The right lobe is grossly nodular 
and at the lower pole is a yellowish-green nodule 
measuring 2.7 cm. in diameter, which has the con- 
sistency of cartilage. Elsewhere, the surface varies from 
red to purple. The cut surface presents nodular and 
cystic areas, and in the upper pole, there is a well 
circumscribed nodule with a diameter of 5 cm. and 
a hemorrhagic irregular cavity in its center. The left 
lobe and isthmus are pink with greyish bands of in- 
terlacing fibrous tissue on the surface. The cut sur- 
face of the isthmus is nodular. The left lobe on section 
is grossly nodular, particularly at the inferior pole, 
where the greatest nodule measures 3.8 cm. in diame- 
ter. The nodules are soft with a hemorrhagic center. 
Microscopic diagnosis. Nodular goiter. 


Case 2. A 70 year old, white woman was admitted 
to The George Washington University Hospital on 
January 14, 1954. Approximately 3 months prior to 
admission, the patient noted that she was developing 
a discomfort in her neck and a choking sensation, 
particularly when she raised her arm. Her family 
had also noted that her face was somewhat swollen 
and her voice had become hoarse in the 3 to 4 weeks 
prior to her admission. She also had difficulty in 
getting her breath whenever she lay flat, and had 
definite exertional dyspnea, although she had not 
noted any edema of the ankles. 

In 1945, the patient had developed paroxysmal 
auricular fibrillation, and in 1952, an electrocardio- 
gram showed auricular fibrillation and flutter. The 
patient was treated with digitalis, but became nause- 
ated, and this was discontinued. She was subsequently 
started on quinidine and had been maintained on it 
since that time. A basal metabolic rate done in Octo- 
ber, 1952, was plus 26. The patient was started on 
propylthiouracil which was taken up to the time 
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of admission to the hospital. She was also started on 
Lugol’s solution 10 days before admission to the hos- 
pital. Basal metabolic rates in December, 1953, were 
plus 3 and plus  o 


The past history was not remarkable except for 
several anginal attacks in 1952 and 1953, which were 
relieved by nitroglycerin. The patient had had no 
episodes of angina since April, 1953. 

On physical examination the patient was found io 
be a well-developed, well-nournished, slightly obese, 
white woman, lying quietly in bed. There was obvious 
venous distension of the neck veins with edema of 
the head and neck. The voice was definitely hoarse, 
and there was suffusion of the conjunctival and 
mucous membranes. The thyroid was three times en- 
larged, especially on the left side. No definite nodules 
were palpable. Inspection of the chest revealed an in- 
creased venous pattern over the upper anterior chest. 
There was dullness to percussion to the right of the 
sternum and over the right upper lobe. The lungs 
were clear to auscultation. The heart was not grossly 
enlarged to percussion. There was a normal sinus 
rhythm; the rate was approximately 60. There was a 
Grade II aortic systolic murmur. The blood pressure 
was 135/66 in the right arm, 130/60 in the left arm. 
The abdomen was soft, without enlargement of the 
liver, kidneys or spleen; no masses were palpable. The 
extremities revealed engorgement of the fingers. 
Peripheral pulses were all readily palpable. The re- 
mainder of the physical examination was not remark- 
able. 


Laboratory Studies. Hgb. was 14.4 Gm., V.P.C. 47, 
and WBC 7,950. Urine was negative. Electrocardiogram 
was within normal limits for age. Roentgenograms of 
the chest showed widening of the superior mediasti- 
num and a soft tissue shadow to the right of the 
manubrium sterni. There was some enlargement of 
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the cardiac silhouette with lengthening of the aorta. 
The lung fields were not remarkable for the patient’s 
age (Fig. 4, A and B). Venous pressure in the right 
arm was 162 mm. of water, in the left arm, 300 mm. 

Course in Hospital. On the basis of the physical 
findings and chest films, it was felt that a large thyroid 
was the cause for the superior vena caval obstruction, 
although a lymphoma or other malignancy could not 
be definitely excluded. Direct laryngoscopy on Janu- 
ary 28, showed the vocal cords to be functioning 
normally. 


Operation was done on January 29, 1954, under 
general endotracheal anesthesia. A right posterolateral 
thoracotomy incision was made, and the fourth rib 
was resected subperiosteally. The right pleural cavity 
was entered and a large tumor mass was found in the 
superior mediastinum directly overlying the superior 
vena cava. This appeared to be the substernal ex- 
tension of a large goiter. The mediastinal pleura over- 
lying the goiter was incised, and using sharp and blunt 
dissection, the goiter was freed up from the superior 
vena cava. The tumor mass was then transected as 
high as was feasible within the chest. After removal 
of the tumor mass, the remainder of the thyroid re- 
tracted well into the neck and all pressure on the 
vena cava was alleviated. The lung was allowed to 
re-expand, a chest catheter was placed in the eighth 
interspace and attached to water-seal drainage. The 
chest was closed in the usual fashion. 


The patient had an uneventful postoperative course. 
The chest tube was removed on the first postoperative 
day. The wound healed well. Venous pressures on the 
fourth postoperative day revealed the pressure in the 
left arm to be 50 mm. of water. The patient was dis- 
charged from the hospital on her ninth postoperative 
day. At this time she was feeling quite well. 


Pathologic Report. The specimen is an ovoid mass 


FIG. 4 


Case 2. (A) Substernal goiter in a 70 year old woman causing 


same patient, 


compression of the superior vena cava. (B) Lateral view of 
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of thyroid tissue, measuring 3.5 by 3.5 by 2 cm. and 
weighing 9 Gm. On section, it is rough and pinkish 
grey and heterogenous with areas of hemorrhage and 
cystic necrosis. Microscopic diagnosis. Nodular goiter. 


Summary 


A substernal goiter may be defined as a 
cervical goiter with some extension beneath 
the sternum. A great majority of these can be 
removed through a cervical incision. If this 
cannot be accomplished, a high anterior thor- 
acotomy is advocated to facilitate delivery of 
the mediastinal portion of the goiter. Morcel- 
lation of the tumor mass or splitting the 
sternum to gain access to the mediastinum are 
to be strongly discouraged. Removal of intra- 
thoracic goiters, with no palpable cervical 
component is best accomplished by thor- 
acotomy. 


Removal of all substernal or intrathoracic 
goiters is recommended unless a strong med- 
ical contraindication exists. The outstanding 
diagnostic points are discussed and case re- 
ports are presented. 
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Discussion (Abstract) 


Dr. Robert W. Bartlett, St. Louis, Mo. Dr. Blades 
is to be congratulated on an excellent presentation of 
a most interesting subject. 


As indicated by Dr. Blades, the removal of the so- 
called retroclavicular and substernal goiters does not 
present, as a rule, any formidable problem since the 
advent of good endotracheal anesthesia. However, any 
of us who were performing these operations twenty 
years ago remember well the nerve wracking experi- 
ence of having a patient become orthopneic and 
cyanotic from tracheal obstruction while attempting 
to deliver the retrosternal extension of the nodular 
mass. 

While on the subject of anesthesia, I would like to 
state that for the removal of routine goiters, in my 
own hands, the method of cervical nerve block, in- 
troduced by Dr. Willard Bartlett, Sr., in 1924, has 
been the most satisfactory, since it permits the operator 
at any time to hear the patient’s voice and in addition 
contributes to the existence of a drier surgical field 
in as much as the blood pressure is not elevated as 
in many patients under general anesthesia. 


When endotracheal anesthesia is employed for the 
removal of substernal goiters, it is also wise to do a 
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cervical nerve block so that after the removal of the 
goiter has been accomplished the endotracheal tube 
can be withdrawn and one can then determine whether 
or not the airway is adequate. On rare occasions a 
tracheotomy will be necessary and certainly the time 
to do it is when the neck is open rather than when 
the dressing has been applied and the instruments 
probably are contaminated. If one has done a pre. 
liminary cervical nerve block the wound can then 
be closed without further inhalation anesthesia fol- 
lowing removal of the endotracheal tube. 


I would now like to call to your attention a trick 
that is apparently not well known for providing 
additional room in the lower part of the neck for 
facilitating the delivery of retrosternal extensions, 
Instead of doing the routine high transdivision of the 
cervical fascia, I transcut both the cervical fascia and 
ribbon muscles out to, or even into the medial portion 
of the sternomastoids at a level about one inch above 
the clavicles, then after dividing the superior pole 
vessels, which will be found rather low in the neck, 
the retrosternal portion is delivered with relative ease 
following ligation of the middle thyroid vein. 


The dead space resulting from the removal of such 
a goiter cannot be obliterated by surgical means and 
so the insertion into it of a Penrose drain for two or 
three days is mandatory if one is to avoid fluid col- 
lections which occasionally become infected. 


The large majority of true intrathoracic goiters can 
likewise be removed by the cervical approach by first 
dividing and ligating the blood supply, then passing 
the fingers down behind it and gently applying pres- 
sure upwards while at the same time making traction 
upwards with lobe forceps applied to the upper pole. 
Should the transverse diameter of the mass be larger 
than that of the superior thoracic strait, the pro- 
cedure of Lahey may be employed, in which the upper 
pole is incised and the soft central portion of the lobe 
is broken up and aspirated with suction, thus de- 
creasing the size of the mass to the point where it 
can be delivered. 


Some chest surgeons feel that the uncommon form 
of intrathoracic goiter located in the posterior medias- 
tinum behind the superior vena cava is best removed 
by right posterolateral thoracotomy though a cervical 
incision may at times have to be used in combination 
in order to divide the blood supply under direct vision. 
Harvey Johnson and Dr. Blades believe that right 
anterior thoracotomy in combination with a cervical 
incision is a good method of removing goiters in the 
posterior mediastinum as you have just seen. 


My first slides show an intrathoracic goiter in the 
posterior mediastinum removed by right posterolateral 
thoracotomy and weighing 210 grams. In this same 
patient there was also a very large cervical goiter re- 
moved at another stage. 


The next group of slides show an intrathoracic goiter 
with marked pressure both on the trachea and esopha- 
gus. Preoperatively, there was paralysis of the left re 
current and right phrenic nerves, therefore at opera 
tion we were not surprised to find a firmly fixed non- 
removable mass, confirmed by biopsy, as representing 
malignant degeneration of an intrathoracic nodular 
goiter. The same rules apply, therefore, concerning 
the advisability of doing prophylactic removal not only 
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of nodular cervical goiters but also intrathoracic ones, 
whenever diagnosed. Incidentally, radioactive iodine 
and a Geiger counter are useful aids in the differential 
diagnosis of a mediastinal mass suspected of being of 
thyroid origin. Another reason for removing intra- 
thoracic goiters is that about 25 per cent of them are 
associated with hyperthyroidism. 

Dr. William H. Ferguson, Washington, D. C. I 
would like to mention a technical maneuver that we 
have used over the past two years with respect to the 
dead spaces left in the cervical and mediastinal areas 
following thyroid and neck surgery. 


Through a very small stab wound in the supra- 
clavicular area a small urethral catheter is inserted 
to the sub-platysma level and carried medially. At 
the lateral border of the strap muscles, through a 
blunt opening, the catheter is brought into the area 
of dissection and placed in a position of drainage. 

Multiple perforations are placed along the catheter 
in such a way as to allow suction drainage at all 
levels. In addition to drainage, the gentle suction as 
applied by a Wangensteen type unit will quickly coapt 
the dissected tissues and obliterate the dead space. 
This will tend to minimize the drainage and promote 
early healing. 
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The catheter may be secured to the skin with ad- 
hesive tape along the lateral surface of the clavicle 
to the point of the shoulder. This has proven to be a 
secure method of fixation and quite comfortable to 
the patient. The catheter can easily be disconnected at 
intervals for therapy or ambulation as may suit the 
individual case. 

Continuous suction is maintained postoperatively 
until the wound ceases to exude serum, and as a 
general rule this requires two or three days, at which 
time the catheter may be removed. You will find at 
this time that the skin flaps are molded to the con- 
tours of the deep structures and without pockets of 
serum. 


Postoperative pressure dressings and bulky dress- 
ings will not be required. To dress the usual collar 
incision for thyroid surgery, one or two, four by four 
gauze sponges will be quite adequate. 

If pneumothorax has been a problem during surgery 
this suction drainage will provide an immediate air 
tight seal for the pleural opening. 

We have been quite gratified with the functional 
and cosmetic results of this maneuver and would like 
to offer this for your consideration and use. 
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Experiences in the Use of Cordex in 
Urethral Strictures: A Preliminary Report* 


WILLIAM H. MORSE, M.D., FRANK J. MALONE, JR., M.D.. and 
SAMUEL L. RAINES, M.D.,¢ Memphis, Tenn. 


Steroid therapy appears to offer a most valuable adjunct in the management 
of urethral strictures. It seems to prevent scarring after dilatation which 
in turn decreases the need for further manipulation. 


‘THERE HAD BEEN LITTLE CHANGE in the treat- 
ment of urethral stricture from the time of 
John Hunter until Baker! added cortisone 
therapy to the usual urethral dilatation, in 
1951, in a successful attempt to decrease scar 
formation after dilatation. His work was 
based on the studies of wound healing by 
Ragan? who demonstrated inhibition of all 
elements of granulation tissue including fi- 
broplasia during ACTH or cortisone therapy. 
Baker treated 24 patients having urethral 
strictures with 50 mg. of cortisone twice daily 
intramuscularly for three to four weeks, after 
widely dilating or cutting the urethral stric- 
ture. He followed the course of these pa- 
tients for 6 to 9 months with excellent results 
in all. 


Cortisone was then used by several investi- 
gators with equally good results. Byrne* re- 
ported 31 cases with encouraging results in 
17 cases. His plan of treatment included 
dilatation of the urethra to Fr. 30 under 
anesthesia and the insertion of a Fr. 24 
catheter for 3 days. He gave 300 mg. of corti- 
sone prior to dilatation and then 100 mg. 
daily for 30 days. His patients received sul- 
fonamides while receiving the cortisone. Local 
injections of hydrocortisone as suggested by 
Bonner* have also been successful, especially 
in meatal strictures. 

Even with results as spectacular as these, 
cortisone as an adjunct in the treatment of 
urethral strictures did not meet with univer- 
sal acceptance. There were several reasons 
for this lack of acceptance, one of which 


*Read before the Section on Urology, Southern Medical As- 
sociation, Fiftieth Annual Meeting, Washington, D. C., No- 
vember 12-15, 1956. 

+From the Department of Urology, University of Tennessee 
College of Medicine, Memphis, Tenn. 

Cordex Forte supplied by the Upjohn Co., Kalamazoo, Mich. 


must have been fear of the awesome side 
effects of the administration of cortisone in 
this dosage for three to four weeks. 

Spies and associates® have been in constant 
search of anti-inflammatory drugs for the 
treatment of rheumatoid arthritis that would 
have fewer side effects than cortisone and at 
the same time maintain the dramatic effect 
of cortisone. The development of predniso- 
lone and prednisone were part of the answer 
in that there was found to be less sodium 
and water retention with the use of either of 
these more potent corticosteroids. 

Rheumatologists have known for many 
years that salicylates seem to exert an anti- 
inflammatory action as well as an analgesic 
action in rheumatoid arthritis. This informa- 
tion prompted investigation by several phar- 
maceutical companies in their research lab- 
oratories to determine the additive effect of 
acetylsalicylic acid and cortisone or its ana- 
logues. Recent work in the Upjohn laboratory 
using both the cotton pellet® test and granu- 
loma pouch? indicates a definite additive anti- 
inflammatory action if prednisolone and as- 
pirin are used together.S 


Spies and collaborators used a combination 
of prednisolone and aspirin in the treatment 
of rheumatoid arthritis. The results were 
not as Gramatic as with the large doses of 
cortisone, but the relief of pain and increased 
mobility were good and quite definite. The 
erythrocyte sedimentation rate decreased un- 
der therapy but the total eosinophil count 
remained relatively unchanged in all patients. 


Clinical Study 


We felt that this combination of aspirin 
and prednisolone might possibly be used to 
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great advantage in inhibiting recurrent scar 
formation after dilatation of urethral stric- 
tures. 


An arbitrary dosage schedule using 1.5 mg. 
of prednisolone and 300 mg. of aspirin (Cor- 
dex Forte) four times a day was chosen since 
this dosage had been successful in rheumatoid 
arthritis. Most of the urethral strictures were 
dilated and broken using only local anes- 
thesia. Indwelling catheter after dilatation 
were not necessarily used, although in some 
cases catheter drainage was necessary. In 
hopes of preventing any overwhelming infec- 
tion while on steroid therapy, the patients 
were also given 1 gm. of sulfisoxazole daily. 

Sixteen cases have been observed for a 
period of 3 to 9 months. Only 2 patients can 
now be considered as having had a failure. 
One was in an individual who had a long, 
dense stricture following transurethral resec- 
tion. The other was in an 11 year old boy 
who had a long, irregular, dense stricture of 
the membranous urethra secondary to a shear- 
ing rupture of the urethra at the apex of the 
prostate. 

We feel that even though the follow-up 
period in these patients is still very short, a 
trend can certainly be detected, since all of 
them were selected because of their previous 
history of rapid recurrence of symptoms and 
frequent dilatations. Using this as a criterion 
for selection, the patients served as their own 
control and only those whose symptoms failed 
to recur and in whom calibration by bougie 
4 boule revealed no decrease in the caliber of 
the urethra in the normal recurrent period 
did we consider as good results. Twelve of 
the 16 met these criteria and were considered 
to be definitely improved. Two represented 
failures and the follow-up in 2 more was 
inadequate. The majority of the patients were 
enthusiastic with the results only three weeks 
after dilatation, since many of them had 
reported almost immediate diminution of the 
stream after previous dilatations. 

Since we are dealing more with experiences 
in individual patients than in statistics in this 
presentation, it is necessary to resort to short, 
illustrative case reports. 


Case Reports 


Case 1, J. R. J. is a 73 year old man who required 
dilatation every month for the past 18 months with 


definite diminution of the stream within the first 
two weeks after dilatation. The largest sound that 
could be passed without undue pain or bleeding was 
Fr. 22. 

On June 4, 1956, he was dilated to Fr. 24 with bleed- 
ing. He was given prednisolone 1.5 mg. and aspirin 
300 mg. four times a day, supplemented by triple 
sulfa four times a day for three weeks. Shortly after 
the onset of treatment the patient began complaining 
bitterly of dizziness, at which time we learned that he 
was taking 10 to 15 gr. of aspirin daily for headaches 
and sedation. When it was explained to him that 
his recent medication also contained aspirin he 
stopped his supplemental dose of aspirin and the 
dizziness ceased. The nocturia decreased from 2 to 3 
times during the night to once a night without further 
dilatation. He was seen 4 months after the original 
dilatation, and calibration revealed the stricture to be 
quite soft and size Fr. 22. He had no recurrence of 
nocturia or diminution of stream. 

Case 2. E. D. was treated regularly in 1954 for a 
dense stricture in the bulbar urethra. He then neg- 
lected his dilatations, and was seen again in June, 
1956, passing only a few drops of urine at a time. It 
was necessary to use a filiform bougie and with great 
difficulty the stricture was dilated to Fr. 26. One 
month later his symptoms of difficult urination re- 
turned and he was dilated with great difficulty from 
Fr. 20 to Fr. 26. 

In August, 1956, it was again necessary to use fili- 
form bougies to enter the bladder and the stricture 
was dilated with great difficulty to Fr. 26. At that 
time he was started on the aspirin-prednisolone 
regimen supplemented by sulfisoxazole. One month 
after this treatment the patient was extremely en- 
thusiastic over the results and demonstrated an ex- 
cellent urinary stream. A Fr. 24 bougie 4 boule passed 
into the bladder with ease. Three months after ther- 
apy the stricture had remained open. 


Case 3. J. H. McL. This 73 year old white man 
had a cerebral vascular accident, in 1951, necessitating 
indwelling urethral catheter. Shortly thereafter a ure- 
thral stricture developed secondary to manipulative 
trauma. It has been necessary to reinsert a urethral 
catheter using guides to pass the stricture in the 
bulbous urethra for the past four years. His wife has 
noted that if the catheter is out for a period of two 
to three days before its replacement, it has always 
been necessary to dilate the stricture from a Fr. 18 up 
to a Fr. 22 before the catheter could be replaced. The 
patient had an uninhibited neurogenic bladder ac- 
cording to Nesbitt’s classification and when the stric- 
ture was fully dilated he had no residual urine. We 
were therefore desirous of doing away with the ure- 
thral catheter since he deposited concretions on the 
catheter very rapidly. 

This Fr. 18 stricture was then dilated to Fr. 22 and 
the patient was given Cordex Forte for three weeks, 
supplemented by 1 gm. of sulfisoxazole daily. The 
urethral catheter was removed immediately after dila- 
tation and two months later a Fr. 22 bougie 4 boule 
passed through the stricture with minimal pain and 
no resistance. Four months after dilatation the cathe- 
ier had been out for three months and was reinserted. 
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FIG. 1 


B. (A) Urethrogram on a 1, 1956, demonstrating filiform stricture in proximal bulbar urethra with extravasation. 
&B) Urethrogram on September 1 O86, showing well-dilated stricture in bulbar urethra that has since maintained its caliber 


at Fr. 22. 


No resistance at all was met. It was attempted to 
decrease the uninhibited contractions with the use of 
Banthine but this was unsuccessful. The patient is 
now wearing a rubber urinal without a_ urethral 
catheter very successfully. 

The course in 9 other cases were followed 
for more than three months with equally good 
results (Fig. 1, A and B). 


Side Effects 


An incident of salicylism has already been 
mentioned in the case reports which was 
treated by simply withdrawing the additional 
aspirin which the patient was taking. His 
only symptom was dizziness. No weight gain, 
“moon face,” or other evidence of salt and 
water retention were noted. One patient, 
during the third week of Cordex therapy did 
have an upper respiratory infection with tem- 
perature to 104 degrees, which was treated 
adequately with antibiotics with prompt re- 
sponse. 


Another patient who had diabetes mellitus 
and an old anterior urethral stricture with 
pyuria developed a severe pyelonephritis dur- 


pe Retrograde pyelogram with mottled calyces, which 
with suggests necrotizing renal papillitis. 
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ing the third week of Cordex therapy. He had 
resistant strains of Proteus and Ps. aeruginosa 
in his urine. He has presented an extremely 
difficult problem, the temperature being ele- 
vated to 103 degrees daily for three weeks 
which has finally responded to a combination 
of antibiotics. Retrograde urography has re- 
vealed lesions compatible with necrotizing 
renal papillitis (Fig. 2). It has been impos- 
sible to determine whether or not this serious 
complication was a result of the Cordex ther- 
apy. At any rate it probably points up a 
possible error in selection of cases. We would 
hesitate in the future to give a patient three 
weeks of Cordex therapy who has moderate to 
severe diabetes mellitus with pyuria. 


Summary 


Sixteen patients have been treated thus far, 
using 1.5 mg. of prednisolone and 300 mg. of 
aspirin four times a day for three weeks after 
wide dilatation of urethral strictures. 


Using the patients as their own control, 2 
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can now be classified as failures. Follow-up 
is inadequate in 2 and the remaining 12 have 
had good subjective and objective improve- 
ment when compared with their own previous 
experience following dilatation without ster- 
oid therapy. 


This treatment may prove to be a relatively 


safe and inexpensive adjunct in the routine 
treatment of urethral strictures. 


no 
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DO DOCTORS NEED CARETAKERS? 


If the findings of the Medical Society of Hartford County, Connecticut, have any 
meaning it is that doctors need special caretakers to look after their health and their 


finances. 


A study covering the period from 1940 to 1953 showed that 144 doctors had died. 


Court proceedings showed that: 
33° of these doctors left no Wills. 


88° of them were survived by their wives. 


33% left estates of less than $10,000. Expenses of settling estates ranged from 13°; 
to 33%. Between the ages of 40 and 50 doctors died twice as fast as the general popu- 
lation. Between 60 and 70 their death rate was 50% higher than the insurance mor- 


tality table. 


—From Curtis Courier June 1957 
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Term Birth Following the Con- 
struction of an Artificial Vagina" 


BUFORD WORD, M.D.,t Birmingham, Ala. 


It is amazing that uncomplicated delivery occurs by route of an artificial vagina. 


THE FEMALE GENITAL TRACT as a whole has 
two functions, reproductive and sexual. The 
sexual function is secondary, developed by 
nature to insure reproduction.! In correcting 
the defect of congenital absence of the vagina, 
it is rare indeed to make possible fulfillment 
of both of these functions, for the simple 
reason that approximately 92 per cent of pa- 
tients with congenital absence of the vagina 
also have congenital absence of the uterus. It 
should be remembered, however, that the 
other 8 per cent do harbor a functioning 
uterus, and every effort should be made, in 
examining these patients, to determine 
whether a functioning uterus is present and, 
if so, equal effort should be made to preserve 
it for the possibility of reproduction. For 
normal pregnancy to occur and progress to 
term, a functioning uterus must be present. 

The first recorded attempt ever made to 
construct an artificial vagina was in such a 
patient. The following case report is trans- 
lated from an original article written by 
de Haen? in 1761: 

“The patient, a twenty-four year old female, had 
suffered from vaginal atresia for eight years and had 
tried in vain every kind of remedy to induce menstrua- 
tion. The operation was planned and performed on 
January 25, 1761. An attempt was made to create an 
opening between the bladder and rectum and it was 
thought by the surgeon who performed the operation 
the upper vagina had been penetrated, as a large 
quantity of black blood escaped. The patient died 
three days following the operation and de Haen per- 
formed an autopsy. The postmortem examination re- 
vealed a monstrous tumor filling the entire lower 
abdomen. The flow of black blood seemed to come 
from small openings here and there in the putrid 
tubes, and these perforations were considered to have 
been the cause of death. The ovaries scarcely exceeded 


the usual size. The autopsy further revealed that the 
bladder and urethra had been perforated during the 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, 
November 12-15, 1956. 

+From the Department of Obstetrics and Gynecology, Med- 
ical College of Alabama, Birmingham, Ala. 


operation and that no part of a vagina was present,” 
(Fig. 1). 

In retrospect, it is evident from de Haen’s 
report that the peritoneal cavity was per- 
forated through the bladder and the patient 
died of generalized peritonitis. It is also evi- 
dent the patient had a functioning uterus 
which might have been preserved for procrea- 
tion had the surgical dissection perforated the 
cervical os instead of the bladder and peri- 
toneal cavity. 


In analyzing 100 case reports of patients 
with congenital absence of the vagina treated 
at the Mayo Clinic, Counsellor and associates* 
found only 4 patients to have a functioning 
uterus. Among these 4 was a case reported 
by Ferris. Miller and associates® treated 16 
patients and found 5 to have a functioning 
uterus. Schubert® reported on 21 patients 
having congenital absence of the vagina, only 
one of whom had a functioning uterus. In a 
series of 58 cases reported by McIndoe,’ only 
3 had a functioning uterus. His report in- 
cluded cases previously cited by Read,‘ and 
Bonney and MclIndoe.® 

In a total of 63 patients in whom McIndoe 
constructed an artifical vagina, there were 9 
who had a functioning uterus. These included 
6 patients requiring construction of an arti- 
ficial vagina to correct defects other than 
congenital absence, such as septate vagina, 
acquired absence and a fistulous tract. 

I have constructed an artificial vagina in 
19 patients. In 2 instances the operation was 
to correct traumatic obliteration of the vagina. 
In the remaining 17 patients absence of the 
vagina was congenital, and only 4 of these 
patients had a functioning uterus. One of 
them has delivered 3 normal infants, and an- 
other one normal infant. The other 2 patients 
with a functioning uterus and congenital ab- 
sence of the vagina, and in whom a vagina 
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FIG. 1 


it,” 


Plane of incision 


5 


~ 


Complete absence of vagina 


Autopsy findings in de Haen’s case report of congenital absence of the vagina and the presence of a functioning uterus. 


was constructed, in their enthusiastic partici- 
pation in a new-found pleasure, acquired 
gonorrhea resulting in occlusion of the fal- 
lopian tubes which has prevented pregnancy 
to date. 

Although formation of a functional vagina, 
with restoration of normal cyclic menstrua- 
tion was successful in the 2 patients treated 
for traumatic obliteration, it is not known 
whether these patients ever became pregnant 
since both moved from the city and contact 
with them has been lost. 


From these figures it will be seen that of 


the 212 patients with congenital absence of 
the vagina, only 17 harbored a functioning 
uterus. Therefore, pregnancy is a possibility 
in only 8 per cent of patients afflicted with 
this congenital anomaly (Table 1). 

A review of the literature, together with 
the 4 term births reported in this paper, re- 
veals that 29 pregnancies have occurred in 23 
patients, following the construction of an 
artificial vagina. Twenty-five of the pregnan- 
cies progressed to term, resulting in the de- 
livery of 24 live infants. There was one still- 
born, 3 abortions and one patient was preg- 
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(Case 1) Vaginal outlet subsequent to three spontaneous 
term births. 


nant for the second time and undelivered 
when the case was reported (Table 2). 

The type of operation and method of de- 
livery in the patients who became pregnant 
and progressed to term are shown in table 2. 


In any patient with a congenital defect in 
the reproductive system, a congenital defect 
in the urinary tract should be suspected. It is 
common knowledge that one-fourth to one- 
third of patients with defects in the genital 
system will have companion defects in the 
urinary tract. Complete studies of the urinary 
tract by intravenous or retrograde pyelog- 
raphy should be made on any patient with 
congenital absence of the vagina before 
surgical correction is attempted. A pelvic mass 
thought to be a uterus might well be an 
ectopic horseshoe kidney. 


Birth Reports 


Case 1. Maternal History. A 16 year old, single 
white girl was admitted to St. Vincent’s Hospital on 
March 1, 1940, with the chief complaint of amenor- 
rhea. The patient was well developed and_ possessed 
all the feminine characteristics. 

Recto-abdominal examination revealed what was 
thought to be a small mass in the pelvis. All labora- 
tory tests, including retrograde pyelogram, were within 
normal limits. The preoperative diagnosis was con- 
genital absence of the vagina with small uterus. 
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On March 2, 1940, an artificial vagina was con. 
structed by dissecting a cavity between the bladder 
and rectum, with the expectation of finding a cervix, 
None was found and on bimanual examination 
through the newly created cavity no palpable mass 
identifiable as the uterus could be felt. Since the cervix 
could not be located, the preoperative diagnosis was 
assumed to be in error and a silver plated prosthesis 
was inserted into the newly formed cavity. The patient 
left the hospital on the sixth postoperative day and 
enjoyed an uncomplicated convalescence. 

On May 29, 1940, she passed a half teacup of old 
dark blood around the mold. The prosthesis perforated 
the cervix which had eluded me at the time of the 
original operation on March 2. Speculum examination 
of the vagina revealed old blood exuding from the 
top of the artificially formed cavity and a small mass 
which felt like the uterus was palpated. The pros- 
thesis was kept in place until October, 1940, at which 
time the vaginal cavity appeared to be completely 
lined with normal epithelium and the patient had 
had three normal menstrual cycles since May 29. 


In October, 1940, I was called to active duty with 
the Armed Forces and did not see this patient again 
until June 3, 1949, at which time she was approxi- 
mately three months pregnant for the third time. 


Birth 1. The patient married in October, 1940, 
and delivered her first baby spontaneously at home, 
June 5, 1941, Dr. L. P. Botta of Birmingham, in at- 
tendance. Dr. Botta related to me recently, “I knew 
she had had the vaginal plastic operation and through- 
out her first pregnancy we discussed the possibility of 
a cesarean section. I was amazed, when I got to her 


FIG. 3 


(Case 2) Artificial vagina 10 months following vaginal de- 
livery of 6 Ib. 14 oz. live infant. 
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TABLE | 


FUNCTIONING UTERUS ASSOCIATED WITH 
CONGENITAL ABSENCE OF THE VAGINA 


Number of Functioning 


Patients Uterus 
Counsellor® 100 4 
McIndoe? 58 
Schubert® 21 1 
Word 17 4 
Miller® 16 5 
Total 212 17 


home on June 5, to find the head already crowning. 
There was no time to do anything but roll up my 
sleeves and deliver the baby. She stayed at home and 
reached the final stage of labor before calling me. 
The baby was a full term male, weighing approxi- 
mately 6 pounds and cried immediately. There were 
no lacerations and no complications of any kind.” 


Birth 2. (Second pregnancy.) On April 20, 1944, 
the patient was admitted to University Hospital in 
active labor, and on this date delivered a seven pound 
three and a half ounce full term, normal male infant, 
following three hours and twenty-one minutes of labor. 
The delivery was spontaneous, from an L.O.A. position 
and there were no lacerations. The baby cried im- 
mediately and spontaneously. Dr. L. P. Botta was 
again the attending obstetrician. 

Birth 3. (Third pregnancy.) The patient was given 
prenatal care by the author in her third pregnancy, 
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from June 3, 1949, until December 13, 1949, at which 
time she was admitted to St. Vincent’s Hospital at 
term, in active labor. She delivered, spontaneously, a 
seven pound eleven ounce normal female infant, fol- 
lowing eight hours and thirty-one minutes of labor. 
There were no perineal lacerations. 


Follow-up of the mother. On October 10, 1956, the 
patient was re-examined. She stated she had menstru- 
ated regularly since the delivery of her last baby and 
that she has purposely refrained from again becoming 
pregnant. She had no complaint and the genital tract 
appeared normal. There was no way of telling from 
the examination that the original anomaly ever ex- 
isted (Fig. 2). 

Follow-up of children. All three children are living 
and healthy; ages 15, 12 and 7 years. 


Case 2. A 14 year old, single, white girl, was ad- 
mitted to University Hospital on January 9, 1952, 
with the chief complaint of amenorrhea and cyclic 
cramps in the lower abdomen. On_ recto-abdominal 
examination, a cystic mass about the size of an orange 
was palpated in the region of the uterus. No evidence 
of a vagina was present. 


On January 10, 1952, an attempt was made to create 
a passage between the rectum and bladder that would 
connect with the cystic mass. The surgeons were under 
the impression that the deformity was an imperforate 
hymen. After determining the vagina was absent no 
further dissection was done and the patient was re- 
turned to her room. 


At this time she was transferred to my care. An 


TABLE 2 


TERM BIRTHS FOLLOWING THE CONSTRUCTION 
OF AN ARTIFICIAL VAGINA 


Birth 
No. Year Author Type of Operation Method of Delivery Infant 
1 1923 Wagner* Rectal graft (Schubert) Vaginal Living 
2 1927 Wagner* Same patient Vaginal Living 
3 1927 Wagner* Same patient Vaginal Living 
4 1942 Whittemore™ Skin graft (Graves) Cesarean section Living 
5 1947 Baer? Simple dissection-prosthesis Cesarean section Living 
6 1949 Pototschnig?” Skin graft (Kirschner-Wagner) Spontaneous Living 
7 1949 Pototschnig”? Same patient Spontaneous Living 
8 1950 McIndoet Split thickness skin graft Cesarean section Living 
9 1950 McIndoet Split thickness skin graft Cesarean section Living 
10 1950 McIndoe* Split thickness skin graft Cesarean section Living 
ll 1950 McIndoe? Split thickness skin graft Cesarean section Living 
12 1950 McIndoe? Split thickness skin graft Cesarean section Living 
13 1950 McIndoe* Split thickness skin graft Cesarean section Living 
14 1952 Fauvet!* Skin graft operation Spontaneous Living 
15 1952 Fauvett Simple dissection-prosthesis Cesarean section Living 
16 1952 Fauvett Simple dissection-prosthesis Spontaneous Living 
17 1952 Fauvett Simple dissection-prosthesis Spontaneous Living 
18 1952 Fauvett Simple dissection-prosthesis Spontaneous Living 
19 1952 Fauvett Simple dissection-prosthesis Spontaneous Stillborn 
20 1953 Beilly and Wrubel" Simple dissection-prosthesis Cesarean section Living 
21 1956 Word Simple dissection-prosthesis Spontaneous Living 
22 1956 Word Same patient Spontaneous Living 
23 Word Same patient Spontaneous Living 
24 «1956 Word Simple dissection-prosthesis Vaginal Living 
25 1956 Solomons Skin graft (McIndoe) Cesarean section Living 


*Cited by Baer! 


tTwo of McIndoe’s cases were previously reported by Read’ 
tCited by 
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intravenous pyelogram revealed no deformity of the 
urinary tract. On January 15, 1952, the dissection be- 
tween the bladder and rectum, which was begun on 
January 10, was extended for a distance of 3 inches 
above the hymenal ring. At this point, the cystic mass 
was encountered. It was punctured by blunt dissection 
and approximately 8 ounces of hemolyzed blood es- 
caped. The cavity which contained this blood was 
thought to be a portion of the upper vagina as the 
cervix could be seen in the dome of the cavity and a 
sound was inserted through it into the uterus. The 
collapsed walls of the cavity were sutured to the vulval 
orifice and no vaginal form was inserted. 


The patient menstruated regularly following this 
operation. However, the newly formed portion of the 
vagina which was, in fact, the lower two-thirds, shrunk 
to a sinus tract through which she menstruated reg- 
ularly for a year and a half. 

On June 15, 1953, a second operation was performed, 
enlarging the sinus tract to accommodate a hollow 
self-retaining acrylic prosthesis. The cervix was easily 
identified at the time of the second operation and 
appeared normal. The external os was grasped with 
a tenaculum and a uterine sound inserted through 
the cervical os to a depth of two and one-half inches. 
Bimanual examination revealed the uterus to be 
normal in size and freely movable. The patient con- 
tinued to wear the prosthesis until her marriage on 
March 22, 1955. 

Her husband, a Marine, was at home only two wecks 
following their marriage, at which time he was as- 
signed to foreign duty. The patient was seen on April 
22, 1955, and was suspected of being pregnant since 
her last menstrual period had been March 9. Sub- 
sequent examination on May 14 confirmed the diag- 
nosis of a uterine pregnancy. During the entire pre- 
natal period the artificially formed vagina became 
progressively stenotic due, in my opinion, to the fact 
that her husband remained on foreign duty. 

Her prenatal course was without incident. The ex- 
pected date of confinement was December 16, 1955, 
and as this date approached the method of delivery 
was of great concern. It was reasoned that if delivery 
through the genital tract could be accomplished, the 
vaginal atresia would be permanently relieved. There- 
fore, it was decided to give this patient a trial of 
labor, for the most part as therapy to remedy the 
vaginal stricture. On December 16, 1955, the pa- 
tient developed spontaneous labor pains and was ad- 
mitted to St. Vincent's Hospital where, following three 
hours and twenty-five minutes of labor, she delivered 
a six pound fourteen ounce normal female infant by 
application of outlet forceps and median episiotomy. 
The patient had been typed and cross-matched for 
massive blood transfusion but none was necessary. 
Toward the end of the second stage of labor, a trans- 
verse “drumhead” in the middle portion of the vagina 
was incised, spoke-wheel fashion, and dilated manually. 
After a few pains, the head descended onto the peri- 
neum. Following delivery, there were no lacerations 
of the genital tract and no extension of the episiotomy 
incision. There was no excessive blood loss and clear 
urine was obtained by catheter after delivery. 


Follow-up of mother. Following delivery of the 
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baby the vagina again became progressively stenotic 
and required frequent manual dilatation. When the 
baby was + months old, the patient’s husband re. 
turned from foreign duty and since that time no 
further complaints referable to the vaginal occlusion 
have been revealed. On October 13, 1956, the patient 
was re-examined. Her vagina was resilient and no 
evidence of stenosis, stricture or occlusion was present. 
Bimanual vaginal examination was done without dif- 
ficulty and without pain (Fig. 3). 

Follow-up of infant. The baby is living and healthy, 
age 10 months. 


Summary and Conclusion 


It is shown in table 2 that of the 25 term 
births following the construction of an arti- 
ficial vagina, 14 were delivered vaginally and 
11 by cesarean section. It is not conclusive, 
from this study, that the best method of termi- 
nating a term pregnancy following the con- 
struction of an artificial vagina is vaginal de- 
livery. Each patient must be treated individ- 
ually, taking into consideration the type of 
operation performed in correcting the orig- 
inal defect and, of course, any other obstetric 
indications for abdominal delivery. It is a fact, 
however, that 10 of the 25 patients who be- 
came pregnant and progressed to term fol- 
lowing construction of an artificial vagina de. 
livered spontaneously. 


References 


1. Curtis, Arthur Hale, and Huffman, John William: A 
Textbook of Gynecology. Philadelphia, W. B. Saunders, 
1950, p. 95, 6th Edition. 

2. de Haen, Antonii: Ratio Medendi, Part 6, Chap. HI, 
Case III, pp. 43-49, Vienna, 1761. 

3. Bryan, Allen C., Nigro, Joseph A., and Counsellor, Virgil 
S.: One Hundred Cases of Congenital Absence of the 
Vagina, Surg. Gynec. & Obst. 88:79, 1949. 

4. Ferris, Deward O.: Congenital Absence of the Vagina 
with a Functioning Uterus, Proc. Staff Meet. Mayo Clin. 
22:198, 1947. 

5. Miller, Norman F., Wilson, J. Robert, and Collins, James: 
The Surgical Correction of Congenital Aplasia of the 
Vagina, Am. J. Obst. & Gynec. 50:735, 1945. 

6. Schubert, G.: Die bildung der fehlenden scheide nach 
meiner methode, konzeption und geburt durch dieselbe, 
Med. Klin. 2:1334, 1927. : 

7. MclIndoe, A.: Treatment of Congenital Absence and Oblit- 
erative Conditions, Brit. J. Plast. Surg. 2:254, 1950. 

8. Read, Charles D.: The Surgical Treatment of Congenital 
Absence of the Vagina and Vaginal Stricture, Irish J. M. 
Sc. Series 6:52, 1944. ’ 

9. Bonney, Victor, and McIndoe, A. H.: A Unique _Con- 
— Operation, J. Obst. & Gynaec. Brit. Emp. 51:24, 


10. Baer, Joseph L.: Full-Term Pregnancy Following Opera- 
ron for Atresia of the Vagina, J. Mt. Sinai Hosp. 14:244, 


11. Whittemore, W. S.: Pregnancy Following Operation for 
Congenital Absence of the Vagina, Am. J. Obst. & Gynec. 
44:516, 1942. 

12. Pototschnig, G.: Two Normal Deliveries Following Con- 
Kirschner-Wagner Method, Zentralbl. Gynak. 

1:792, 1949. 

13. Fauvet, E.: Spontaneous Delivery Following Formation of 
Plastic Vagina, Geburtsch. u. Frauenh. 12:897, 1952. 

14. Beilly, J. S., and Wrubel, N. N.: Menstruation, Pregnancy 
and Childbirth after Operation for Aplasia, Am. J. Obst. 
& Gynec. 65:413, 1953. x ‘ 

15. Solomons, Edward: Conception and Delivery Following 
Construction of an Artificial Vagina, Obst. & Gynec. 
7:329, 1956. 


gre 
me 
su 
er 
th 
an 
pa 
di 
vO 
D 
til 
oc 
al 
ca 
di 
ul 
of 
of 
ty 
x 
al 
te 
ul 
Si 
fi 
Vi 
t 
b 
0 
P 
i 
| 


VOLUME 50 


Discussion (Abstract) 


Dr. Lawrence R. Wharton, Baltimore, Md. It is a 
great pleasure to discuss Dr. Word’s paper. It carries 
me back to the day I read my first paper on the Con- 
struction of the Vagina, at the meeting of the South- 
ern Surgical Association in Birmingham, Alabama, in 
the fall of 1937. Dr. Word was present at that meeting 
and was interested in this problem, because he had a 
patient who had congenital absence of the vagina and 
did not know what to do. We were both relatively 
young in our practices at that time, and since then 
Dr. Word and I have maintained our interest in the 
problem of construction of the vagina, and have at 
times kept each other posted of our progress. 


Dr. Word presents a rather unusual situation,—the 
occurrence of a pregnancy in a woman who had had 
an absence of the vagina. This is relatively rare, be- 
cause in most instances the absence of the vagina is 
due to failure of the Muellerian ducts to develop and 
unite. In such cases the resulting deformity is absence 
of both the uterus and at least the upper four-fifths 
of the vagina. Such persons would therefore never 
menstruate or conceive. That type of lesion is about 
twenty times as common as the type Dr. Word de- 
scribes. Congenital absence of the vagina may he duc 
also to a defect in the structures which form the ex- 
ternal part of the vagina, approximately the lower 
third. This structure is called the urogenital sinus. 
Such a condition is rare. In such cases, the uterus, 
fallopian tubes and upper vagina are perfectly de- 
veloped and are normal since there is no disturbance 
to the Muellerian ducts. Persons with congenital ab- 
sence of the lower part of the vagina begin to have 
trouble in adolescence, as soon as they begin to 
menstruate. This would be due to the collection of 
blood in the occluded upper vagina and uterus with- 
out any external source of escape. Consequently, they 
present an entirely different clinical and embryologic 
picture from the group in whom the malformation 
is due to a defect in the Muellerian ducts. 

It is at times difficult to distinguish a case of ab- 
sence of the lower vagina from a case of imperforate 
hymen. In the case of imperforate hymen the whole 
vagina is distended by a mass and the hymen bulges 
outward, due to the pressure of the blood in the 
vaginal cavity. In the woman with absence of the ex- 
ternal vagina, the mass is situated higher in the pelvis, 
near the cervix and the region of the lower vagina is 
soft and insensitive. 

The basic treatment of occlusion or absence of the 
vagina is essentially the same, regardless of its location. 
Of course, the presence of hematocolpos requires 
special attention, as Dr. Word has indicated. 

There is no reason why the patient with a normal 
reproductive tract, except occlusion or absence of the 
lower vagina should not bear children, if the vaginal 
abnormality is corrected. I have had one such case 
myself—a normal pregnancy in a young woman in 
whom I constructed a lower vagina during her ado- 
lescence. This is the second such instance on our 
service. 

In conclusion, | want to thank Dr. Word for his 
interest in this problem and his contribution to its 
management. 
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Dr. Robert N. Creadick, Durham, N. C. It is most 
refreshing to have a translation of the report in 1761 
of the first attempt to create an artificial vaginal tract. 
It is interesting, in addition, to realize that the best 
method is simple separation of the septum, and that 
this was the earliest method attempted. 

It seems unusual for the surgeon to blame his sus- 
pected failures on Neisserian infection. Ordinarily, 
transport of these organisms would not be likely until 
a year or two following construction of the vaginal 
tube. The use of a prosthesis is, of course, essential 
even though the patient is married and coitus taking 
place with some suspected regularity. In our Clinic 
we use Lucite molds,—would that we could afford 
silver-plate like Dr. Word. Does the author feel that 
silver-plating has less tendency to produce inflam- 
matory response, or is there an aesthetic reason? I 
believe it is a great tribute to the author that his 
patients were handled so conservatively and courage- 
ously. I should certainly like to know his regimen of 
postoperative care—whether or not he employed anti- 
biotic creames, local estrogens, and grafting of any sort. 
Would he also comment on the necessity for secondary 
dissection of the vaginal tube within the first year 
following creation of the artificial vagina? This has 
given us some considerable difficulty. Some mention 
should be made of the problem encountered when the 
cervix cannot be identified vaginally. Twice we have 
had to perform hysterotomy abdominally and dilate 
the cervix from above to establish a menstruating 
canal. Abdominal approach may more often be neces- 
sary than the author might have indicated to establish 
the exact situation of the genital viscera. 


Dr. Word (Closing). I want to thank Drs. Wharton 
and Creadick for their generous discussions. Dr. Whar- 
ton’s pertinent comments regarding embryological de- 
velopment of the female genital tract explains why a 
few patients with congenital absence of the vagina 
have a functioning uterus. 

In answer to Dr. Creadick’s questions: (1) I do not 
feel that a silver-plated prosthesis is better than any 
other kind. It was used in the first patients treated 
with the idea it might promote epithelization of the 
vaginal tract and at the same time lessen the possibility 
of infection. The principal consideration in selecting a 
prosthesis is to select one with a smooth surface. Of 
more importance is to leave it in place until epitheliza- 
tion is complete. The composition of the mold actually 
makes no difference. 


(2) I have not used any antibiotic creams. Estrogen 
creams have been used but their benefit, in my expe- 
rience, is doubtful. Grafts have not been used. 

(3) One of the patients in this report was operated 
upon a second time because her vagina became oc- 
cluded. Had I inserted the prosthesis at the first oper- 
ation and left it in until epithelization was complete, 
the second operation would have been unnecessary. I 
believe the patient should wear the prosthesis until 
epithelization is complete, even though she may marry 
and enjoy a normal sex life as soon as soreness and 
tenderness incident to the operation have disappeared. 
I now use a self-retaining acrylic mold which remains 
in place without difficulty and the patients have no 
objection to wearing it. 


I agree laparotomy is indicated (1) if necessary to 
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establish the true sex of the patient, (2) when neces- 
sary to establish the presence of a functioning uterus or 
(3) to connect the artificially created vagina to the 
uterus when this cannot be accomplished vaginally. 
Actually, in patients with congenital absence of the 
vagina who have a uterus, if the patient is old enough 
to have menstruated a few times, there will be little 
doubt of the true sex of the patient. The accumula- 
tion of blood in the uterus and upper vagina creates 
a mass that is usually identifiable as such on recto- 
abdominal examination. 

If I have left the impression that the approach to 
such a mass by vaginal dissection can always be ac- 
complished without difficulty I want to thank Dr. 
Creadick for calling attention to the fact that lapar- 
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otomy is sometimes indicated. In de Haen’s case cited 
in this report the mass was never penetrated but the 
peritoneal cavity was entered through the bladder and 
the patient died three days later of peritonitis. 


In case 1 it is noted the cervix could not be Jo. 
cated vaginally and it was assumed the patient had no 
uterus. A prosthesis was inserted and in three months 
time I discovered it had penetrated the cervix which 
had eluded me at the time of operation. In retrospect, 
laparotomy was indicated in this patient upon failure 
to find the cervix by vaginal approach, particularly 
since the preoperative diagnosis was congenital absence 
of the vagina with a functioning uterus. It is obvious 
this patient’s uterus was retrieved by “recovering a 
fumble.” 


ARE YOU MOVING? 


Please send the following to: Southern Medical Association 
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A New Look at Sarcoidosis: A Review of 
Clinical Records of 160 Patients with a Diagnosis of 


Sarcoidosis* 


EDWARD DUNNER, M.D., MARTIN M. CUMMINGS, M.D., JOHN H. 
WILLIAMS, JR., RICHARD H. SCHMIDT, JR., M.D., and 
JOHN B. BARNWELL, M.D.,+ Washington, D. C. 


This is a puzzling disease. Does it represent one or more entities? What is its etiology? Its 
pathogenesis? Studies such as these may hold the key to a logical approach to the questions posed. 


THERE ARE SEVERAL REASONS why a “‘new look” 
at sarcoidosis is indicated at this time in an 
attempt to solve the riddle of its etiology 
which has remained obscure since it was first 
described by Hutchinson! in 1875. Those who 
favor the tubercle bacillus or its products, as 
the etiologic agent in patients with high im- 
munity and low sensitivity, are increasingly 
abandoning the viewpoint advanced by Pin- 
ner? in 1938 that sarcoidosis is a noncaseating 
form of tuberculosis. Other diseases with a 
granulomatous histologic appearance, such as 
histoplasmosis and berylliosis, have been dis- 
associated from sarcoidosis as being specific 
disease entities. The more frequently diseases 
which simulate sarcoidosis can be excluded, 
the greater is the likelihood that the remain- 
ing cases will represent a pure group of sar- 
coidosis. 

Newer technics relating to tissue culture, 
viral studies, spectrographic analysis and elec- 
tron microscopy may be some of the means 
used to achieve this end. It is interesting to 
note that in confusing sarcoidosis in the recent 
past with tuberculosis, histoplasmosis, and 
berylliosis it has meant respectively the dif- 
ferentiation from a bacterial disease, a fungus 
disease and a pneumoconiosis. It is possible 
that certain aspects of the similarity of each 
of these diseases to sarcoidosis may provide 
valuable clues as to its etiology. 


Another approach to a “new look” at sar- 
coidosis was prompted by the idea, which 
lacked confirmation, that among military per- 


*Read before the Section on Medicine, Southern on 
Association, Fiftieth Annual Meeting, Washington, 
November 12-15, 1956. 


t+From the Research and Tuberculosis ie. Veterans 
Administration Central Office, Washington, D. 


sonnel sarcoidosis occurred predominantly in 
those veterans who were born in the south- 
eastern part of the United States. This was 
first noted by Ransmeier and reported by 
Michael and associates.? Gentry and _ associ- 
atest postulated that the geographic distribu- 
tion of veterans could be related to the soil 
predominant in the southeastern part of the 
United States. This epidemiologic clue, al- 
though elusive, has not been seriously chal- 
lenged over the past eight years, except for an 
analysis of the records of 117 patients with 
sarcoidosis seen at the Mayo Clinic, from 1940 
through 1951, which did not confirm this 
geographic localization.® 

The Veterans Administration provides a 
unique opportunity for case record studies, 
since within its large system of hospitals one 
may have available large numbers of cases of 
even relatively rare diseases. A study was 
initiated of cases in which a diagnosis of 
sarcoidosis had been made in 172 Veterans 
Administration hospitals between the years 
1949 and 1954. There were admitted during 
that period of time 1,194 individuals with a 
diagnosis of sarcoidosis. Information concern- 
ing age, race, sex, place and date of birth and 
place of initial hospitalization has been re- 
viewed by Cummings and associates.® A study 
of the birthplace of these patients confirms 
the earlier studies of the military group, and 
extends the distribution pattern of the disease 
among veterans to areas of the United States 
not previously considered to be endemic re- 
gions, i.e., the New England and North Cen- 
tral States. The rural location of the birth- 
place was still found. A preliminary review 
suggested that some aspect of the Eastern 
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forest distribution in the United States, where 
pine is the predominant tree, may be an im- 
portant environmental factor rather than the 
soil distribution formerly postulated to be 
responsible for the geographic concentration 
of the disease. 

Material 


An analysis of the clinical records of 160 
of the 1,194 cases has been made, to date, to 
evaluate the diagnostic criteria utilized in 
widely scattered hospitals, to determine 
whether or not significant clinical differences 
occur in various sections of the country, and 
to seek potential etiologic clues. 

The criteria for diagnosis used in this re- 
view are those defined by a Subcommittee ot 
the National Research Council in October 
1956.* 

An effort was made to sharpen the applica- 
tion of these criteria more critically by sepa- 
rating the cases into four major categories: 
(1) cases in which the diagnosis included a 
biopsy or examination of material obtained 
at autopsy; (2) cases in which commonly 
recognized clinical and laboratory manifesta- 
tions of the disease were present but biopsy 
was either not done, or if done, compatibility 
with a diagnosis of sarcoidosis was lacking: 
(3) cases in which characteristic clinical and 
laboratory findings were not significant and 
biopsy was not done; and (4) cases in which 
the diagnosis of sarcoidosis was not upheld 
upon further follow-up and review. Table | 
shows the number of cases in which the vari- 
ous defined diagnostic criteria were fullfilled. 


To obtain as “pure” a group of cases of sar- 
coidosis as is currently possible, the material 
in this paper will be restricted to only those 
veteran patients who met the requirements 


*“Sarcoidosis is a systemic disease, or group of diseases, of 
undetermined etiology and pathogenesis. Histologically, it is 
marked by the presence of epithelioid-cell tubercles, showing 
little or no necrosis. Varying types of inclusions in giant cells 
may be present but are not pathognomonic. A similar his- 
tological picture may be found in certain other diseases, 
especially in infectious granulomas and in beryllium poisoning. 
Clinically, the disease most commonly involves lymph nodes, 
lungs, skin, eyes, liver, spleen and phalangeal bones. The 
course is usually chronic and constitutional symptoms vary 
markedly. More specific symptoms, when present, relate to the 
tissues and organs involved. 

“The intracutaneous tuberculin test is frequently negative, 
but a positive test does not controvert the diagnosis. Hyper- 
globulinemia and leucopenia are common and hypercalcemia, 
hypercalcuria, elevated alkaline phosphatase, and eosinophilia 
are variable but sometimes significant features of sarcoidosis. 

“The diagnosis of sarcoidosis is based upon the above clinical 
features associated with a compatible histological picture, pro- 
vided beryllium poisoning and known infectious processes 
can be excluded. 

“Spontaneous clinical recovery, with or without recognizable 
fibrosis, may result, or sarcoidosis may persist for years with 
varving functional alteration of the tissues or organs involved. 
or the disease may follow a progressive course ending fatally.” 
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TABLE 1 
DIAGNOSTIC CRITERIA AND RACE OF PATIEN Ts 
—— 
Race 
Diagnostic Criteria Cases White Negro 
Confirmed by biopsy or autopsy 111* 55° 56° 
Lacks only biopsy confirmation 22 12 10 
Lacks biopsy and laboratory 
confirmation 16 10 6 
Diagnosis not upheld upon review Il 8 3 
Potal 160 85 7 


*Includes 2 cases of localized sarcoid: 1 white; 1 Negro, 


set forth for category No. 1, as above. This 
eliminates 49 cases which were classified as 
meeting the criteria of groups 2, 3 or 4. In 
addition, two cases were eliminated from cate- 
gory | because of a diagnosis of sarcoid rather 
than sarcoidosis. This leaves 54 white and 55 
Negroes or a total of 109 cases for presenta- 
tion at this time. 


Race, Sex and Age 


Although the number of white and of negro 
veterans was approximately the same, this, in 
reality, reflects a significantly high incidence 
of the disease among negro veterans, since 
only 10 per cent of the American servicemen 
are known to have been Negroes. Five of the 
veterans falling into group I were women, of 
whom three were white and two were Negroes. 

At the time of their initial hospitalization 
for sarcoidosis, 28 of the 54 white patients 
(52 per cent) and 35 of the 55 negro patients 
(64 per cent) were under 31 years of age. This 
suggested difference, that under 31 years of 
age the disease occurred more frequently 
among Negroes than it did among white vet- 
erans, was significantly borne out in a similar 
analysis of the 1,194 cases (Table 2). 


Biopsy 


It is strongly recommended that a biopsy 


TABLE 2 


AGE AND RACE OF PATIENTS WITH _ 
HISTOLOGIC EVIDENCE OF SARCOIDOSIS 


White Negro 

Per Per 

Age Number Cent Number Cent 
Total cases 54 100 55 100 
Less than 26 years old 1 20 17 _ 
26 to 30 17 $2 18 - 

31 to 35 10 19 13 24 

36 to 40 4 7 3 ) 

22 4 7 


Over 40 years old 12 
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TABLE 3 


SITE OF BIOPSIES AMONG PATIENTS WITH 
HISTOLOGIC EVIDENCE OF SARCOIDOSIS 


Number Per Cent 
of 


of 
Site Cases Cases 
Total patients 109 
Total biopsies 131 100 
Nodes 73 56 
Liver 19 15 
Lung 16 12 
Skin 12 9 
8 


Other 


be done in each suspected case of sarcoidosis. 
An enlarged cervical, axillary, epitrochlear or 
inguinal lymph node is usually available. In 
some instances the node above the anterior 
scalene muscle can be helpful. Although the 
typical lesions may be confined to a few en- 
larged lymph nodes, they can also often be 
found in the lung, liver and skin, and oc- 
casionally in the parotid gland, tonsillar tis- 
sue, endobronchial mucosa or the gastroc- 
nemius muscle. Of the 160 cases being re- 
ported, biopsy was performed and confirmed 
in 109. Several patients had more than one 
biopsy for an over-all total of 131 biopsies. 
Most of these biopsy specimens were sent to 
the Armed Forces Institute of Pathology for 
confirmation. The site of biopsies are listed 
in table 3. 


Sites of Involvement 


Almost any organ or tissue in the body may 
be affected, but the extent to which this takes 
place varies considerably. A review of the 
roentgenographic examinations revealed that 
the lungs and the hilar lymph nodes were in- 
volved in 96 to 98 per cent of the cases. There 
is need for a_ better classification of the 
shadows seen in the x-ray film. The shadows 
range from hilar node involvement with mod- 
erately dense strands radiating out from the 


TABLE 4 


SITES OF INVOLVEMENT AMONG PATIENTS 
WITH HISTOLOGIC EVIDENCE OF SARCOIDOSIS 


Per Cent of Patients Having 
Indicated Involvement 


Sites White Negro 
Lung, including hilar lymph nodes 96 98 
Other lymph nodes 69 82 
Liver 30 18 
Spleen ll 9 
Skin 7 20 
Eyes 6 18 
Other 15 16 


SARCOIDOS!IS—Dunner et al. 1143 


hilum, to finely granular shadows, to nodular 
masses, or to diffuse and confluent infiltra- 
tions. Resolution may be complete or result 
in fibrosis and emphysema. The sites of in- 
volvement among the 109 cases are listed in 
table 4. 


Symptoms 


Symptoms related to sarcoidosis were pres- 
ent in all but 6 per cent of the 109 patients. 
The most frequent symptom was cough, 
usually of the nonproductive type. This us- 
ually occurred either in the morning or at 
night. Occasionally, a paroxysm of coughing 
caused hemoptysis, emesis or fainting. Loss 
of weight, easy fatigability, dyspnea on slight 
to moderate exertion and chest pain were the 
next most frequent symptoms. However, as a 
rule the extent of the pulmonary involvement 
was out of all proportion to the symptomatic 
complaints. Fever which may or may not be 
present was not tabulated. The percentage of 
patients exhibiting various symptoms are 
listed in table 5. 


Tuberculin Test 


An intracutaneous tuberculin test, using 
PPD or OT was done in 102 of the 109 pa- 
tients (93 per cent). It was negative in 76 per 
cent of the white and in 72 per cent of the 
negro patients. Anergy to the tuberculin test 
is present in a high percentage of patients 
with sarcoidosis, but this characteristic feature 
may eventually become increasingly difficult 
to detect since the incidence of negative re- 
actors to tuberculin in our general population 
keeps increasing. Kveim’s’ report of the pro- 
duction of an unusual cutaneous reaction in 
patients with sarcoidosis by the intracutane- 
ous injection of heated saline suspensions of 
tissues obtained from patients with active sar- 
coidosis is a diagnostic approach which, al- 


TABLE 5 


SYMPTOMS IN 109 PATIENTS WITH 
HISTOLOGIC EVIDENCE OF SARCOIDOSIS 


Per Cent of Patients 
with Indicated Symptoms 


Race 
Symptoms White Negro 
Cough 63 58 
Loss of weight 39 38 
Dyspnea 37 38 
Fatigue 46 16 
Chest pain 19 36 
Visual disturbances 7 13 


Nonsymptomatic + q 
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though still debatable as to its correlation, 
merits further investigation toward standard- 
ization of an universal antigen. 


Laboratory Findings 


Proteinemia. Salvesen’ was the first to 
point out that the value for the serum protein 
may be high in cases of sarcoidosis. Hyper- 
globulinemia is a more common finding. The 
values for the total serum protein and the 
albumin-globulin ratio of the serum were de- 
termined in 103 of the 109 cases. In 32 per 
cent, the total protein was higher than 7.9 
Gm. per 100 ml. of serum, and in 94 per cent 
of the cases the albumin-globulin ratio of the 
serum was less than 2:1. 


Serum Calcium. The value for serum cal- 
cium was determined in 70 of the 109 cases, 
and it was higher than 11 mg. per 100 ml. of 
serum in 31 (44 per cent). 


Serum Alkaline Phosphatase. The value 
for the serum alkaline phosphatase was de- 
termined in 47 of the 109 cases. It was higher 
than 5 Bodansky units per 100 ml. of serum 
in 15 of the 47 cases (32 per cent). 


Leukopenia and Eosinophilia. Each of the 
109 cases had white blood and differential 
counts. A leukopenia of less than 5,000 cu. 
mm. was found in 29 per cent, and an eosin- 
ophilia of 7 per cent or more occurred in 20 
per cent (Table 6). 

Other Laboratory Findings. A moderate 
elevation of the sedimentation rate was found 
in a high proportion of cases. No striking 
alterations were observed in the values for the 
blood cholesterol, blood sugar or serum phos- 
phorous. 


Osseous System. Roentgenograms of the 
bones of the hands and feet, a popular area 
of exploration for diagnostic clues in sarcoid- 
osis, provided such information in less than 2 
per cent of the cases. This figure is significant- 


TABLE 6 


RESULTS OF LABORATORY TESTS IN PATIENTS 
WITH HISTOLOGIC EVIDENCE OF SARCOIDOSIS 


Number 

Patients 

Tested Percentage 
Proteinemia—greater than 7.9 103 32 
A/G ratio—less than 2.1 100 of 
Serum calcium—greater than 11 70 44 
Alk-phosph.—greater than 5 B.U. 47 32 
Leukopenia—less than 5,000 109 29 
Fosinophilia—greater than 7 109 20 


SOUTHERN MEDICAL JOURNAL 


SEPTEMBER 1957 


ly lower than those reported in the literature 
which range from 15 to 25 per cent. 


Pertinent Physical Findings 


Spleen. The spleen was found to be en. 
larged in 16 of the cases, but the pathologic 
significance of this is unknown. (In one of 
the cases sarcoidosis was diagnosed following 
splenectomy.) 


Liver. Enlargement of the liver was found 
in 21 of the cases (19 per cent). Since the site 
of involvement of the liver is of a higher fig. 
ure, it indicates that liver biopsy is a pro. 
cedure which can be advocated for diagnosis 
whether or not the liver is enlarged. 


Treatment and Course of the Disease 


While there is no known cure, steroids are 
currently the popular method of treatment. 
Conclusions as to the benefits of this thera- 
peutic procedure are difficult to evaluate be- 
cause of the spontaneous remissions which 
frequently occur in sarcoidosis. In 41 of the 
109 cases, steroids were administered. Sympto- 
matically, improvement was noted in 28; 
roentgenographic improvement occurred in 
eight. 

It is interesting to note that active tubercu- 
losis occurred in only three of the 109 cases 
reviewed. Of the seven deaths which occurred, 
two were complicated by active tuberculosis. 


Comment 


In any disease of unknown etiology all ave- 
nues of approach should be explored. In the 
Veterans Administration with its mechanism 
for calling in to the Central Office medical 
case records from hospitals scattered through- 
out the United States, and with its accessibil- 
ity to veteran patients for follow-up purposes, 
including questionnaires, promising leads as 
to the etiology and pathogenesis of sarcoidosis 
can be furnished. This approach, supple- 
mented by decentralized but coordinated in- 
vestigations by representatives in endemic and 
nonendemic areas, is currently underway. 

An analysis of 160 of the 1,194 cases of 
sarcoidosis diagnosed in Veterans Administra- 
tion hospitals between 1949 and 1954 showed 
that, in general, the cases were well docu- 
mented and carefully investigated within the 
limits of current medical knowledge. Careful 
assessment of the living habits, a more de- 
tailed history of occupation, and further in- 
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vestigation into environmental factors ap- 
peared to be indicated. This has been at- 
tempted and was reported upon by Cummings 
and associates in a paper, “Concepts of Epi- 
demiology,” presented at the meeting of the 
American College of Chest Physicians, Wash- 
ington, D. C., November 12, 1956. 

During the past year an attempt also has 
been made to relate the information obtained 
from questionnaires relative to the correlation 
of occupation to incubation period. A pre- 
liminary impression has been obtained that 
the incubation period, which is variable, may 
approximate four to eight years. Further 
analysis of the occupational history of patients 
with sarcoidosis concerning this aspect of 
etiology may prove fruitful. 


Summary 


An analysis of the medical case records of 
160 of the 1,194 cases of sarcoidosis, diagnosed 
in Veterans Administration hospitals between 
1949 and 1954, has been made. 

In 109 of the 160 cases the diagnosis of 
sarcoidosis had been supported by histologic 
examination of biopsy or autopsy material. 
In 11 of the remaining 51 cases the diagnosis 
was not upheld upon review. 

Age and race of 109 veteran patients with 
histologic evidence of sarcoidosis, favorable 
site of biopsies, sites of involvement, symp- 
toms, laboratory data and results of steroid 
therapy have been described. 


Promising leads relative to the etiology and 
incubation period of sarcoidosis can be ob- 
tained from an analysis of medical case rec- 
ords, supplemented by personal interviews or 
questionnaires concerning living habits, oc- 
cupation and environment. 


The high incidence of sarcoidosis among 
veterans, especially Negroes, born in rural 
areas in the southeastern part of the United 
States has been confirmed but has been ex- 
tended to include to a lesser extent the New 
England and North Central states. These new 
areas do not correspond with the soil distri- 
bution of birthplaces but correlate better with 
the Eastern forest distribution in the United 
States. This factor requires further explora- 
tion. 
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Discussion (Abstract 


Dr. John C. Ransmeier, Alexandria, Va. This study 
by Dr. Dunner and co-workers exemplifies a type of 
contribution to medical knowledge which the Veterans 
Administration is uniquely fitted to make. Drawing 
upon admissions to 172 hospitals, the authors were 
able to collect 1,194 cases in which a diagnosis of 
sarcoidosis was made in a span of only 5 years. This 
underscores Longcope’s comment that the disease, 
though formerly thought to be rare, is actually “com- 
paratively common” in this country. Of the first 160 
cases analyzed, about 70 per cent met the requirements 
of biopsy or autopsy confirmation. 


In sarcoidosis we stand today in the position of 
medicine 100 years or more ago vis d vis a number of 
other diseases. Gradually, over the 80 years since 
Hutchinson’s first description, a broadening clinical 
concept of sarcoidosis as a systemic disease has 
emerged. (This was well documented by Longcopel 
in 1951 and again by Middleton? in 1954.) However, 
a satisfactory specific diagnostic test is still lacking, 
the etiology is unknown, the pathogenesis is not un- 
derstood, the course is unpredictable, and no definitive 
treatment is available. This curious disease has in- 
exorably withstood the onslaught of scientific medicine 
and remains one of the most fascinating of problems. 


In fact, there are those who believe that it may 
represent more than one problem. We now know that 
the characteristic histologic changes, upon which we 
depend for confirmation in biopsies or at autopsy, 
may occur not only in certain cases of tuberculosis, 
but also in histoplasmosis, brucellosis, and berylliosis. 
One wonders whether yet other specific entities will 
be recognized as capable of producing similar mani- 
festations. 


It was not until the end of World War II that the 
concept of any particular geographic distribution of 
sarcoidosis in the United States arose. Michael and 
his associates? confirmed that a surprisingly high pro- 
portion of 297 veterans with sarcoidosis were born in 
the southeastern United States, many in rural areas 
of low population density. ‘The incidence in Negroes 
was 20 times greater than in white inductees. Carr 
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2. Middleton, William S.: The Riddle of Sarcoidosis (Hutch- 
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and Gage+ in a later study of 117 patients (mostly 
white) at the Mayo Clinic did not confirm this dis- 
tribution, and the present analysis by Dr. Cummings 
and associates of 1,194 cases among veterans, though 
confirming the southeastern distribution among 
Negroes, also shows a good many cases among whites 
born in New England and the North Central States. 
Since the incubation period is unknown, but is prob- 
ably long, it is possible that some of these may have 
contracted the disease during military service in the 
South, but it has long been known that typical cases 
do occur in persons who have lived all their lives in 
the northeast or north central regions of the country. 


There are several puzzling questions in all this. 
Why do we not find many cases in Negroes in the 
large negro populations in the northern cities? And 
why are there so few among whites born in the Pacific 
States? It appears that the distribution of negro cases 
by place of birth may conform much more closely to 
the southeastern tier of states than does that of whites, 
a circumstance which at least raises the question 
whether they all have the same disease or whether two 
or more diseases may be involved here. Another pos- 
sibility is that perhaps the means of coming in contact 
with the inciting agent, whatever it be, may be dif- 
ferent in the northern white and southern negro cases. 

As pointed out by Michael,5 this distribution is at 
least quite inconsistent with the concept of tuberculosis 
as the cause of the disease. It is highly significant 
statistically, but surely not easily explained. We join 
the authors in the hope that in this pattern may lie 
some clue as to the possible etiology of sarcoidosis. 
They are working hard to find it. 

The analysis of cases which is part of this study 
confirms the greater incidence among Negroes. The 
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high percentage (96 to 98 per cent) of pulmonary jn- 
volvement in both white and negro cases is doubtless 
related to the universal use of chest x-rays among 
military personnel. Probably most of the cases were 
detected by this means. Demonstration of involvement 
of the liver in 30 per cent was due to the use of liver 
biopsy in a number of patients. It is often positive 
in the absence of clinical evidence that the liver js 
affected. (Scadding and Sherlock6 have reported that 
liver biopsy is positive in over 70 per cent of Cases.) 
The 7 per cent skin and 6 per cent eye involvement 
in white patients here listed are quite low compared 
to other series in the literature. 


Of the accessory laboratory determinations, hyper. 
globulinemia, 


hyperproteinemia, hypercalcemia, in- 


creased alkaline phosphatase, leukopenia, and eosino- 
philia were useful in approximately diminishing order 
of frequency. None of these, of course, is specific, 
What is most needed to accelerate progress in the 
study of sarcoidosis is a quick, reliable diagnostic test. 


As time goes by, continuing review of these cases 


will give valuable information as to the course of the 
disease and the prognosis for patients with its varying 
manifestations. Present information is insufficient to 
evaluate steroid therapy, but this large series of cases 
should make clear before long what can be expected 
of these agents. The ultimate mortality will be ascer- 
tainable with considerable accuracy, and this in itself 
will be an important contribution to our knowledge 
of sarcoidosis. 


Carr, D. T., and Gage, R. P.: The Geographic Distribu- 
tion of Sarcoidosis, Am. Rev. Tuberc, 70:899, 1954. 


Michael, Max, Jr.: Epidemiology of Sarcoidosis, Ann. 
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coidosis, Thorax 3:79, 1948. 
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Gastrointestinal Hemorrhage: 


IVAN C. KEEVER, M.D., MALCOLM P. TYOR, M.D.. and 
JULIAN M. RUFFIN, M.D.,¢ Durham, N. C. 


This paper points up the inaccuracies of the hematocrit as a means of calculating blood 
loss by hemorrhage. Newer methods using radioisotopes are much more dependable. 


Introduction 


CONVENTIONAL METHODS of determining the 
extent of blood loss usually furnish informa- 
tion which is satisfactory for the proper man- 
agement of the patient who has had a gastro- 
intestinal hemorrhage. However, there are 
situations in which these methods are inade- 
quate, particularly in acute hemorrhage.’ In 
an effort to obtain more reliable information 
concerning the degree of blood loss, several 
observers have studied blood volume and have 
obtained data useful in the management of 
their patients.2* In each of these methods, 
however, the derived total blood volume in- 
volved the use of hematocrit as shown in the 
following equations: 
PV RCM 
(1) TBV = ——— (2) TBV = _ 
1 — Het Het 


Since the hematocrit may be unreliable in 
certain situations,? the information obtained 
trom these formulae may be both inaccurate 
and misleading. The purpose of this study 
was to determine, by simultaneous measure- 
ment of red cell mass and plasma volume, the 
reliability of these values and their usefulness 
in the management of gastrointestinal hemor- 
rhage. 


Material 
The subjects used in this study were all 
males and were divided as fellows: 


Group 1: Fifteen patients without evi- 
dence of hemorrhage, cardiovascular, renal or 
hematologic disorders (23 to 46 years of age). 


*Read before _the Section on Gastroenterology, Southern 
Medical Association, Fiftieth Annual Meeting, Washington. 
D. C., November 12-15, 1956. 

*From the Departments of Medicine, Duke University School 
of Medicine and Veterans Administration Hospital, and the 


Radioisotope Unit, Veterans Administration Hospital, Dur- 
ham, N. C. 


Group 2: Two normal volunteers (23 and 
206 years of age). ; 

Group 3: Seven patients with massive gas- 
trointestinal hemorrhage (24 to 57 years of 
age). The diagnosis in 6 of these patients was 
duodenal ulcer while the seventh had a gastric 
ulcer. Treatment was directed independently 
by their ward physicians. 


Method 


The procedure consists of labeling a portion 
of the patient’s erythrocytes with Cr°!* and 
reinjecting a measured quantity of these cells. 
The method of Sterling and Gray® with modi- 
fications?! was utilized to tag erythrocytes. 
I1'31 albumin* was diluted in saline and a 
measured quantity was injected simultane- 
ously with the Cr®! labeled erythrocytes. After 
allowing for complete mixing, three venous 
samples were withdrawn at measured inter- 
vals. Erythrocytes and plasma were separated 
in order to determine the radioactive content 
of each. Packed erythrocytes and plasma sam- 
ples were counted in 4.0 ml. hematocrit tubes 
and vials respectively using a well-type scin- 
tillation counter. The activity was such that 
the probable error of counting was less than 
three per cent. By plotting concentration of 
radioactivity of each sample against time on a 
semilogarithmic scale and extrapolating to 
zero time, the red cell mass and plasma vol- 
ume were calculated using the following for- 
mula: 

Total counts injected 


Counts per ml, of packed erythrocytes or plasma at 
zero time 
Measured total blood volume was determined 
by adding the red cell mass and plasma 
volume. 


*Sodium Chromate (Na. Cr! O,) and RISA obtained from 
Abbott Laboratories, North Chicago, Il. 


= 
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Derived total blood volume was calculated 
using the measured plasma volume and 
venous hematocrit according to the equation: 

PV 

TBV = —— 
1 — Het 

Reproducibility of Results (Group 1). The 
results of two successive measurements of red 
cell mass, plasma volume and total blood 
volume in fifteen normal individuals are 
shown in figure 1. Also shown is the standard 
deviation of the differences between these de- 
terminations. The reproducibility of these 
measurements is apparent. 


Controlled Blood Loss (Group II). The 
results of measured red cell mass and plasma 
volume determined prior to and immediate- 
ly following the rapid removal of 1,000 ml. of 
blood and after its replacement are shown 
in figure 2. The measured differences agree 
closely with the amount of blood removed 
and replaced; the total blood volume de- 
creasing from 4,490 to 3,510 ml. and return- 


FIG. 2 
CONTROLLED BLOOD LOSS NOT REFLECTED BY HEMATOCRIT 
Normal 
= NS. 23 WM. 
5000-4 Meosured Volues 
Derived Volues 
4000 -+ 
3000-4 
2000-+ 
1000 
|Time in min. 30 60 30 
1000 ce. +1000 ce 
HCT 400% 


SOUTHERN MEDICAL JOURNAL 


SEPTEMBER 1957 


FIG. 3 
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ing to 4,670 ml.* The derived blood volumes 
using measured plasma volume and venous 
hematocrit approximate those of the meas- 
ured values before removal and after replace- 
ment of the 1,000 ml. In contrast, there was 
no appreciable change in the hematocrit dur- 
ing the entire experiment. Similar results were 
observed in the second volunteer. 


Clinical Application (Group III). The re- 
sults of two measurements of red cell mass 
and plasma volume in a patient with massive 
gastrointestinal hemorrhage are shown in 
figure 3. The increase in measured red cell 
mass from 1,200 to 1,760 ml. (560 ml.) is ap- 
proximately one-half of the expected increase 
following transfusion of 2,500 ml. of blood 
(equivalent to 1,100 ml. of packed cells) in- 
dicating continued blood loss. The hematocrit 
increased from 26.3 to 35.0 per cent, less than 
half of that expected. The derived red cell 
mass was 13 per cent greater than the meas- 
ured red cell mass on the first determination 
and 15 per cent on the second. 

Comparable determinations in a second 
patient with massive gastrointestinal hemor- 
rhage are shown in figure 4. Transfusions of 
360 ml. and 780 ml. of blood (equivalent to 
130 ml. and 340 ml. of packed cells) are ac- 
curately reflected by increases in measured 
red cell mass of 140 ml. and 350 ml. respective- 
ly. The 21 per cent increase in venous hemat- 


*The discrepancy between the measured blood volumes be- 
fore removal and after replacement of the 1,000 ml. of blood 
may be explained in part by hemodilution and by the addition 
of 200 ml. of ACD solution. 
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FIG. 4 
G.I. HEMORRHAGE 
Hemotemesis & Melena (2 doys) 
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ocrit (from 24.6 to 29.8 per cent) is consid- 
erably less than the 54 per cent increase in 
measured red cell mass (from 900 to 1,390 
ml.). In the three determinations, the derived 
red cell mass was greater than measured red 
cell mass by 13 to 22 per cent. Similar results 
were obtained in the remaining 5 patients of 
this group. 
Discussion 


It is not fully appreciated that conventional 
methods of determining degree of blood loss 
may prove misleading in some instances. This 
is particularly true in acute blood loss in 
which the decrease in hemoglobin, erythrocyte 
count and hematocrit may show considerable 
lag before reflecting the true value because 
72 to 96 hours may be required for complete 
hemodilution.1! In this critical period the 
physician is often uncertain as to the proper 
management of his patient. The results of 
this study indicate that simultaneous and 
serial measurements of red cell mass and 
plasma volume during this interval furnishes 
information which is accurate and has prac- 
tical value in the management of gastroin- 
testinal hemorrhage. The accuracy of such 
measurements in blood replacement has been 
shown (Fig. 4). The practical value of these 
measurements is in the certainty with which 
continued blood loss or cessation of hemor- 
rhage is detected. In the former instance 
(Fig. 3), the discrepancy between measured 
and expected red cell mass following trans- 
fusion is obvious, indicating that blood loss 
had been considerable between determina- 
tions. In the latter instance (Fig. 4), the close 
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agreement between cell volume transfused and 
measured increase in red cell mass indicated 
that bleeding had stopped. 

The hematocrit is an expression of concen- 
tration of red cells and, while indicating the 
direction of hemodilution, does not estimate 
its extent. Hemodilution is measured ac- 
curately by the plasma volume. The hema- 
tocrit values in figure 3 were informative in 
that they confirmed both the initial anemia 
and continued blood loss. However, the hema- 
tocrit of 35 per cent is misleading in view of 
an expanded plasma volume. In this instance, 
the measured red cell mass of 1,760 ml. (ap- 
proximately normal) was not accurately re- 
flected by the hematocrit alone. By inspecting 
both figures it is apparent that packed red 
cells was the replacement therapy of choice 
in each instance. 

The described method of blood volume 
measurements is time consuming and has 
little practical application in managing the 
average patient. Since the degree of hemo- 
dilution has been shown to be important in 
the period following blood loss, and since 
plasma volume measured this phenomenon 
accurately, it follows that plasma volume 
measurement old be useful in evaluating 
gastrointestinal isemorrhage. Serial plasma 
volume determinations using I!*! albumin are 
simple to perform and require a minimum 
of time. The accuracy of repeated plasma 
volume measurements is not affected by the 
number of determinations performed,* the 
only limitation being the total amount of 
radioactivity administered.!* 

The close agreement between all measured 
and derived total blood volumes regardless 
of the hematocrit is apparent (Figs. 2 to 4). 
It is obvious that any difference between 
measured and derived total blood volume is 
a function of the discrepancy between meas- 
ured and derived red cell mass. This discrep- 
ancy may be minimal in acute blood loss. In 
some instances of gastrointestinal hemorrhage, 
however, it has been shown that the difference 
between measured and derived red cell mass 
may be significant. We have found that cal- 
culation of the derived total blood volume 
adds little to the evaluation or management 
of gastrointestinal hemorrhage. Furthermore, 
the derived red cell mass may be misleading. 


The use of serial determinations of venous 
hematocrit and plasma volume permits the 
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clinician to estimate with confidence the de- 
gree of hemorrhage and hemodilution, and 
to determine the tvpe of replacement therapy. 
Therefore, it is suggested that plasma volume 
determinations performed serially and con- 
sidered with the venous hematocrit are more 
reliable than the hematocrit alone in the 
evaluation and management of gastrointes- 
tinal hemorrhage. 


Conclusions 


1. Simultaneous and serial blood volume 
determination using Cr®! labeled erythrocytes 
and ['8! labeled albumin are reproducible in 
normal individuals. This method accurately 
measures blood loss and replacement in con- 
trolled bleeding. 


2. The hematocrit does not reflect acute 


llood loss in controlled bleeding. 


3. Serial measurements of red cell mass 
indicates the presence or absence of active 
hemorrhage. 


4. Measured plasma volume considered 
with the venous hematocrit is distinctly more 
useful than the venous hematocrit alone in 
evaluating blood loss and replacement. 
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Discussion (Abstract) 


Dr. L. Y. Peskoe, Nashville, Tenn. The authors 
have presented an excellent report of their clinical 
investigation. There have been numerous other 
reports in the recent literature all of which attest to 
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the need for blood volume studies with the use of 
RISA, or Cr51 tagged red cells in severe gastrointestinal 
hemorrhage. 


Certainly, the usual routine laboratory studies such 
as hematocrit, hemoglobin or RBC count can give a 
very misleading picture in some patients with acute 
bleeding. Immediately after an episode of bleeding 
both components of blood volume, namely plasma 
volume and red cell mass are diminished. If one checks 
the hemoglobin, hematocrit, or RBC count at this 
time they may be found to be normal. A blood volume 
study would show the amount of deficit present, and 
is an excellent guide to the need of replacement 
transfusions. Usually after acute blood loss a patient 
has the ability to restore plasma volume rapidly, but 
he cannot restore his red cell mass immediately. Rou- 
tine hematocrit studies at this time would give some 
evidence of the degree of red cell deficit, but can 
be unreliable as to the total need for replacement. 
However, in patients with severe continuous bleeding, 
the ability of the body to restore plasma volume is 
sharply reduced. Here we may be faced again with 
normal hemoglobin, hematocrit, or RBC values, yet 
the patient is doing badly with difficulty in maintain- 
ing blood pressure. A blood volume study would show 
the marked volume contraction present and be of 
significant help in the management of the patient. 
It has been calculated that a 50 per cent reduction 
in red cell mass places a patient in the critical cate- 
gory; and that a 50 per cent reduction in red cell 
mass is of more importance than a similar degree of 
plasma volume deficit. 


At the V. A. Hospital in Nashville, we have per- 
formed approximately 100 plasma volume studies with 
RISA in approximately 75 patients, 20 of these being 
acute bleeders. Our Surgical Service has found blood 
volume studies of particular value in these patients. 
For example, recently a postoperative patient with 
normal hemoglobin and hematocrit was doing poorly 
with difficulty in maintaining his blood pressure de- 
spite a normal pulse rate. RISA determination re- 
vealed a total blood volume of only 2,800 cc. in a man 
whose estimated blood volume should have been 5,400 
cc. With correction of this deficit the patient showed 
marked improvement. Blood volume with the use of 
RISA is an easily and quickly performed procedure 
and can be carried out by any member of the house 
staff with a minimum of training. From the measured 
plasma volume and the venous hematocrit, the total 
blood volume and the red cell mass are obtained. 
From the standpoint of clinical use, the small percent- 
age of variation between values derived from RISA 
and measured values with the combined RISA and 
Cr51 tagged red cell technics are not of practical sig- 
nificance. Many hospitals use a factor of approximately 
0.910 to correct the venous hematocrit in calculating 
the red cell mass and total blood volume. This corrects 
for the 2 to 3 per cent of plasma trapped in the packed 
red cell mass, and also for the fact that the total body 
hematocrit, as measured by the proportion of total 
red cell mass to total plasma volume, is 6 to 8 per 
cent less than the hematocrit of blood taken from 
the antecubital vein. However, we do not have to be 
mathematically exact in calculating gross deficits in 
processes involving biological activity. Although not 
necessary in clinical use, I believe the use of this 
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corrective factor would eliminate much of the differ- 
ence between the measured and derived total blood 
yolumes mentioned in the paper presented. 

The literature gives values varying from 65 to 85 
cc. per/Kg. body weight as a basis for calculating 
blood volume excess or deficit with an average of 73 
cc./Kg. body weight. Variations from this average are 
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dependent on many factors including the patient's 
habitus, sex, age and weight or recent loss of weight. 

In conclusion, I wish to stress the usefulness of 
blood volume studies with RISA in the management 
of patients with gastrointestinal hemorrhage particu- 
larly in those who require surgery to stop the hemor- 
rhage. 
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The Relationship of Low Backache 
to Anorectal Disease* 


R. LEEVES McCARTY, M.D., Charlotte, N. C. 


Low backache may be related to anorectal disease as is apparent from 
its relief at times by the surgical treatment of lesions present. 


IN MY PRACTICE I have been impressed by the 
relatively high percentage of patients with 
anorectal disease who also have low backache. 
This has been true not only among my women 
patients but among the men as well. Although 
most of these patients present themselves pri- 
marily because of anorectal pain, bleeding and 
protrusion (or combinations of these), I have 
seen several who came in with the low back 
pain which was far more incapacitating than 
their anorectal troubles. To my surprise a 
few of these have actually asked me if I 
thought their backache was coming from 
their rectal trouble, and if I thought so, they 
were willing to undergo surgical treatment 
in the hope of obtaining relief from the back 
pain. 

The back pain is one that is described by 
practically all of the patients as being “across 
the lower back,” not coccygodynia, and almost 
always is definitely pointed out by the patient 
as being in the area between the two posterior 
superior iliac spines. The patients almost in- 
variably say that when they are having a siege 
of rectal pain and trouble, they are likely to 
have the low back pain. Furthermore, most of 
them will volunteer the statement that when 
an attack of rectal trouble is over with, the 
back pain gets better also. The back pain does 
not radiate upward, nor have the patients de- 
scribed radiation downward into either lower 
extremity in a sciatic distribution. Commonly 
they describe deep, dull pains in the area ol 
the hips posteriorly, and fleeting, poorly de- 
fined pains down the posterior aspects of both 
thighs, stopping above the popliteal areas. In 
my experience the most common anorectal 
condition associated with low back pain is 


*Read before the Section on Proctology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, 5 Ge 


November 12-15, 1956. 


anal fissure, although | have noticed this com- 
plaint associated with large, prolapsing hem- 
orrhoids. 

After I had had this brought to my atten- 
tion time and time again, I began to wonder 
about it and would occasionally ask my well 
informed colleagues in the field of neurology, 
neurosurgery, or orthopedics if they were 
aware of any such relationship. None of these 
men had ever heard of this combination nor 
could they recall having seen anything in the 
literature about it. It was only when I had 
our excellent medical library staff make an 
exhaustive survey of the literature without any 
positive results that I thought it might be 
worthwhile to go into this matter further 
and perhaps to present a paper on it. In 
recent months, I have discussed this with 
several proctologists from various parts of 
the country and found that they had noticed 
this relationship for many years, but none had 
seen anything specific in the literature about 
the possible relationship of pain to anorectal 
disease. 


Since I have not been able to find any 
treatise on the subject in the medical litera- 
ture, I have been forced to write this paper 
largely from my personal clinical experience 
and from the experience of several of my close 
friends who have been practicing proctology 
for many years. 


In my community, we are fortunate to have 
a large number of very highly trained men 
in all of the specialties, and I have made a 
point of conferring, especially with the neu- 
rologists, neurosurgeons, and orthopedists 
about this subject. One of my neurosurgical 
colleagues, knowing that I do practically all 
of my anorectal surgery under caudal anesthe- 
sia, suggested that the relief from back pain 
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might be due to the caudal anesthesia itself, 
since it has long been known that certain 
types of low back pain can be relieved by 
distending the caudal canal with either an 
anesthetic solution or even with saline solu- 
tion. When I analyzed some of my cases, I 
found that there were a number of patients 
with anorectal disease and low backache who 
had been given low spinal (saddle block) 
anesthesia, and rarely a patient who had been 
given general anesthesia. These patients had 
relief from their back pain also. Dr. C. C. 
Massey of Charlotte, North Carolina, has also 
noticed this relationship for years, with a 
high percentage of cures of the low back pain 
after anorectal surgery. He has used only 
general anesthesia in his cases. It would 
appear, then, that the caudal anesthesia alone 
does not offer the entire explanation for 
relief of pain. 

One of my neurology colleagues has been 
puzzled by this relationship of pain and 
anorectal disease because there apparently is 
no clear neurologic explanation. His only 
explanation was by so-called “referred pain.” 
My orthopedic colleagues have been unable 
to offer any concrete explanation other than 
pain and sphincter muscle spasm might pro- 
duce spasm in the erector spinae muscles and 
thereby produce a type of postural strain. 
Some of the orthopedists have become in- 
terested in this possibility and have asked 
me to see a number of their patients because 
of low back pain not readily explained by 
ordinary orthopedic diseases. In a number 
of these cases it has been extremely gratify- 
ing to find definite anorectal disease and 
relief after anorectal surgery. It would appear 
that there is a definite relationship between 
these two areas which has either been largely 
overlooked by many doctors, or that insuffi- 
cient importance has been attached to this 
combination of symptoms. 


In my early experience with this combina- 
tion of symptoms, when a patient asked if I 
thought the back pain was due to his anorectal 
trouble, I was extremely reluctant to give any 
definite opinion. I would take great care to 
explain that there might be some relationship, 
but even if he did not have trouble with his 
back, the anorectal disease warranted its surgi- 
cal treatment. With more experience I feel 
more confident about the probability of the 
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back pain being relieved by proper surgical 
treatment, but am still cautious in my prog- 
nosis, explaining to each patient that only the 
test of time will tell the story. To my delight 
and encouragement practically all volunteer 
soon after the operation that the backache is 
better or is gone. Actually, a few patients 
who were bothered severely with low back 
pain before operation have told me on the 
day following operation that they no longer 
had back pain. I do not know how long this 
relief may last, but I have followed the course 
of a number of such patients for as long as 
several years postoperative and they have had 
no return of their back pain. 


Case 1. G. H., a 43 year old white man, presented 
himself because of periodic, severe anorectal pain, 
worse after bowel movements, and accompanied by 
occasional small amounts of bright red blood. He had 
noticed very little, if any, protrusion from the anus. 
Before I examined him, he told me that he had had 
such severe low back pain that he was forced to be out 
of work for several days at a time and had been 
unable to do any heavy lifting for a number of 
months. He had noticed that his back trouble was 
worse when he was having anorectal pain; this pain 
of the back would improve, although not entirely dis- 
appear, when his rectal complaints subsided. He had 
been carefully examined by a competent orthopedist, 
including x-ray studies, and had been treated with a 
lumbosacral support, injections of long lasting anes- 
thetics in the lumbosacral area and back exercises, all 
with very little, if any, relief. A diagnosis had been 
made by the orthopedist of “chronic lumbosacral 
strain.” 


Physical examination revealed a_ well-developed 
muscular man with no excess fat. No positive findings 
were noted except on proctoscopic examination. In- 
spection of the anus revealed a typical sentinel pile 
in the posterior midline, and on spreading the anus, 
a deep chronic anal ulcer was noted in the posterior 
midline and marked spasm of the sphincter muscle. 
tion revealed exquisite tenderness in the posterior 
midline and marked spasm of the sphincter muscle. 
The prostate gland felt normal and no masses were 
felt. The sigmoidoscope was passed to a distance of 25 
cm. with normal mucosa to that level. Anoscopic 
examination revealed small internal hemorrhoids, two 
deep crypts in the posterior one third of the anal 
canal, and the anal ulcer. 


Anorectal surgery was advised and was carried out 
under caudal anesthesia. A radical excision of the 
anal fissure with adjacent tissues and crypts was car- 
ried out; after a careful search of the anal canal, all 
crypts were widely excised. 


On the day following operation the patient volun- 
teered that his back pain had disappeared. He was 
able to return to his usual strenuous activities within 
three weeks and has had no further trouble either with 
back or anorectal pain in almost two years. 


Case 2. C. K., a 37 year old white man, presented 
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himself primarily because of severe low back pain and 
typical symptoms of anal fissure. A few months before, 
he had been carefully studied by an internist elsewhere 
who limits his work to arthritis. The examination in- 
cluded detailed physical examination and x-ray studies 
of the spine. No definite diagnosis had been made 
and he had obtained no relief from any of the treat- 
ment prescribed. 

His physical examination was negative; he was a 
very muscular and healthy man. Inspection of the 
anus revealed an anal fissure in the posterior midline 
which was extremely tender and accompanied by con- 
siderable sphincter spasm. A sigmoidoscope was passed 
to a distance of 25 cm., a normal mucosa being 
present. Anoscopic examination revealed moderately 
large, prolapsing internal hemorrhoids, especially near 
the anterior midline, three deep anal crypts and the 
anal fissure posteriorly. 


Radical anorectal surgery was done under spinal 
anesthesia because the anesthesiologist was unable to 
give a satisfactory caudal anesthesia. The patient’s 
back pain disappeared almost immediately after opera- 
tion. He has had no further complaints about either 
his anorectal trouble or his low back pain. 


Case 3. C. H. was a 59 year old white man. He 
had had a transurethral prostatic resection approxi- 
mately 8 weeks before I saw him, because of pros- 
tatic hypertrophy and urinary retention. For several 
years he had been troubled with periodic pain re- 
ferred to the lower back. Before his prostatic opera- 
tion he had had pain in the left testicle which 
became more severe after the prostatic resection. His 
urologist, who recognized the obvious anorectal disease, 
asked me to see him. The urologist hoped there 
might be some connection between the anorectal 
disease and the testicular pain, since he had no other 
explanation for it. The history revealed that he had 
been troubled with periodic anorectal pain typical of 
anal fissure, with considerable protrusion at the time 
of stool and with the periodic passage of bright red 
blood from the anus. 

General physical examination was negative. Inspec- 
tion of the anus revealed a typical sentinel pile in the 
posterior midline and just superior to this was a 
chronic anal ulcer with a white scarred base. Digital 
examination revealed marked tenderness at the site 
of the ulcer and considerable sphincter spasm. Sig- 
moidoscopy visualized normal mucosa to the 25 cm. 
level. 


Radical hemorrhoidectomy, cryptectomy, ex- 
cision of the anal fissure was done under general 
anesthesia since he refused either spinal or caudal 
anesthesia. On his first postoperative day he volun- 
teered that the back pain was markedly improved, 
and that though he had some soreness in the left 
testicle, the pain was gone. 

He is still in the postoperative follow-up period, 
but to date he has had no return of either the back 
pain or testicular pain. 


Comment. This is the only instance in 


which I have ever seen testicular pain with a 
possible relationship to anorectal disease. 
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Discussion 


I believe one should be extremely careful 
before giving a patient the hope of having 
low back pain relieved by anorectal surgery. 
I would recommend, whenever possible and 
whenever indicated, that the patient be prop- 
erly examined by a competent orthopedist or 
neurosurgeon, as well as having x-ray exam- 
ination of the spine. If, however, there is 
definite and sufficient subjective and objec- 
tive evidence of anorectal disease with the 
type of backache that has been described in 
this paper, I believe one is justified in telling 
the patient there is a reasonably good chance 
of obtaining relief from the back pain by 
proper surgical treatment of the anorectal 
disease. I believe we must impress upon these 
patients that only time will tell the story, but 
that they have nothing to lose since anorectal 
surgery is indicated anyway. I would condemn 
any recommendation of anorectal operation 
unless the physical findings are definite in 
every respect. We all know how extremely 
grateful most of our patients are after proper- 
ly done anorectal surgery. If we can, at the 
same time, relieve a number of people who 
have suffered also from low backache, I feel 
we can be of even more value to our patients. 


Discussion (Abstract) 


Dr. Julius E. Linn, Birmingham, Ala. ‘The relation- 
ship of low backache to anorectal disease has been 
of great interest to me over the past 25 years in which 
I have been doing proctology. I feel we all have been 
somewhat derelict in our duty by not having brought 
this important subject more to the forefront of scien- 
tific study, research, and debate as to its etiology and 
cure. We certainly owe Dr. McCarty a vote of thanks 
for bringing this to our attention and _ stimulating 
thought along these lines. However, the symptoms he 
describes of low back pain, “across the lower back, 
between the two posterior superior iliac spines, deep 
dull pain in the area of the hips posteriorly and 
fleeting poorly defined pain down the posterior aspect 
of both thighs,” are so similar to those of (1) coccy- 
godynia, and (2) Thieles syndrome of a tonic spasm of 
piriformis, coccygeus and levator ani muscles that | 
am wondering if they are not talking about the same 
thing. There are two outstanding articles in The 
Transactions of American Proctological Society (1949) 
with which everyone who is interested in treating the 
patient with low back and anorectal pain, should 
familiarize himself. They are: (1) “Coccygodynia—The 
Mechanism of Its Production and Its Relationship to 
Anorectal Disease,” by Dr. George H. Thiele, of 
Kansas City; and (2) “Low Back and Rectal Pain from 
an Orthopedic and Proctologic Viewpoint, with 180 
Cases,” by Dr. Saul Schapiro, of Brooklyn. 
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In discussing these symptoms with my patients who 
have anorectal diseases such as fissure, ulcer, cryptitis, 
sinus, fistula, hemorrhoids from grade II to IV, stric- 
ture, rectal prolapse, and procidentia, and after ruling 
out other possibilities, they are told that they may be 
relieved of the low back symptoms on correction of 
the anorectal disease as Occurs in 75 to 80 per cent of 
these cases. However, they are reminded that back- 
aches, like headaches, may and do originate from 
multiple causes. I agree with Dr. McCarty in con- 
ferring with the neurologist and orthopedist, but 
would suggest that the gynecologist and _ urologist 
probably have just as many patients with low back- 
ache. My experience has been very similar to Dr. 
McCarty’s in regard to his report of the anesthesia not 
playing too great a part. During the first five years 
of my practice I did all of my anorectal surgery under 
combined caudal and transsacral block, in the second 
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five years, caudal only, in the third five years, Pento- 
thal-oxygen anesthesia, and in the last few years I 
have turned this department over to the physician- 
anesthesiologist who uses low spinal (saddle block) 
anesthesia. After the wounds have healed the relief of 
the low backache has been the same. 


Drs. Thiele, Schapiro and McCarty remind us of 
the importance of eliminating anorectal disease in ex- 
pecting a cure of many of these cases with low back- 
ache. Dr. Thiele in 1936-1937 presented his original 
studies on the tonic spasm of the levator ani, coccy- 
geus, piriformis and gluteus maximus muscles as an 
important factor in low backache and rectal pain. 
He states, and I have been able to confirm the fact, 
that many of these patients may be cured with massage 
of these spastic muscles, removal of the foci of infec- 
tion and painful lesions as pointed out by Dr. Mc- 
Carty in this paper. 


To attend the 
51st ANNUAL MEETING 
SOUTHERN MEDICAL ASSOCIATION 
November 11, 12, 13, 14, 1957 


Miami Beach, Florida 


1957 
eful 
ying 
ery. 
and 
rop- 
it or 
am- 
e is 
the 
1 in 
ling 
ance 
| by 
ctal 
hese 
but 
ectal 
emn 
tion 
e in 
mely 
Make your 
/ 
the +, é 
ze 

who = 

ents. 473 

ation- ay 

A yon (4 rf 

hanks 

lating q 
ms he 

back, 
deep 
y and 
aspect 

coccy- 
sm of 
that I 
same 

(1949) 
ng the 
should 
—The 
hip to 
le, of 
from 

h 180 
: 


1156 


SEPTEMBER 1957 


Use of Spinal Anesthesia in Private 


Practice’ 


A. J. OCHSNER, M.D., Alexandria, La. 


The author outlines his experiences with spinal anesthesia in private practice. 


For CENTURIES man has been trying to provide 
the relief of pain. This was attempted in years 
past by the use of varied unctions and con- 
coctions. The beginning of the era in which 
pain could be successfully controlled dates 
to 114 years ago, when Crawford Long of 
Georgia first used ether for anesthesia. 

Spinal anesthesia was first used in 1885, as 
was reported by Corning! in the New York 
State Medical Journal. Its use was next re- 
ported by Matas? of New Orleans in the 
J.A.M.A., in 1899, and simultaneously by 
Bier*® in Germany. Since then the drugs used 
in spinal anesthesia have been many and 
varied, and unfortunately, the acceptance of 
this method of anesthesia by the public has 
also varied. The purpose of this paper is two- 
fold, (1) to try to increase the popularity of 
this method and, (2) to report on its use in 
private practice by the Alexandria Anesthesia 
Service of Alexandria. 

The basis for this report is an analysis of 
2,589 spinal anesthetics administered between 
April 1, 1952 and April 1, 1956. If I may refer 
to the report at this meeting, in 1955, on the 
“Establishment of Private Group Practice of 
Anesthesiology in a Small Community,”’* it 
will be remembered that this group grew slow- 
ly and hence the analysis will be divided, 
naturally, into three groups of cases, as fol- 
lows: (1) April 1, 1952 to July 1, 1953, when 
the original partner practiced alone; (2) July 
1, 1953 to May I, 1955, when there were two 
partners; and (3) May 1, 1955 to April 1, 
1956, when there were three or more partners. 

The use of spinal anesthesia in private prac- 
tice contains many variables. The first of these 
is whether or not the anesthesiologists in- 
volved look upon this technic with favor. The 
answer to this in the present circumstances is 


*Read before the Section on Anesthesiology, Southern Med- 
ical Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


obvious. The next is that of the surgeon in- 
volved. In many cases this offers no problem. 
However, there are some who look upon 
spinal anesthesia with question. These men 
are willing to admit there may be indications 
for the use of spinal anesthesia, but they never 
seem to find in their patients all, or enough 
of the indications to agree that this would be 
the anesthetic method of choice. There are, 
of course, some who want spinal anesthesia 
for all operations. One must be equally sus- 
picious of this group, or a good technic will 
soon gain disfavor because of its misuse or 
complications under ill-advised circumstances. 


The greatest obstacle to be overcome is the 
attitude of the public that: “I just don’t want 
anybody fooling with my back.” This attitude 
is almost impossible to overcome. We find 
that an intelligent discussion with the patient 
at the time of the preoperative visit is the 
greatest boon to us and to the patient. The 
advantages of preoperative visits have been 
discussed by many authors, and we can only 
emphasize again these advantages. The anes- 
thesiologist will find this preoperative visit 
to his advantage, the patient will appreciate 
it, and in addition the patient will be more 
convinced of the anesthesiologist’s interest 
and sincerity. Postoperative visits will be ex- 
tremely rewarding to both the patient and the 
anesthesiologist, and the members of our 
group make regular postoperative rounds on 
the patients they have anesthetized as long as 
the patient is hospitalized. 


It must be pointed out that during the pre- 
operative conversation, the use of threat and 
compulsion must be avoided. The reasons for 
the desirability of spinal anesthesia should be 
pointed out in language the patient can plain- 
ly understand. The word “spinal” is specifical- 
ly used and the technic is not covered up by 
the use of such words as “block” or “local” 
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TABLE 1 

Total Spinal Total 

Cases Cases Deliveries 
April 1952 to July 1953 865 360 105 
July 1953 to May 1955 3,280 1,074 321 
May 1955 to April 1956 4,488 1,155 976 
Total 8,633 2,589 1,402 


or “lumbar.” The medicolegal aspect at this 
point raises its ugly head, but we, neverthe- 
less, Must recognize its presence and exercise 
due precautions. Under the circumstances, we 
believe there are two conflicting obligations 
to the patient. The one is the necessity of 
respecting very carefully the patients desire 
as to what you can or cannot do to the pa- 
tient. On the other hand there is the obliga- 
tion of the physician to do what he believes 
to be best in the successful care of the patient. 
It is obvious that these two obligations will 
at times conflict, and it behooves the anesthesi- 
ologist to remember that he must respect the 
patient’s desire or be willing to accept the 
consequences. Should he choose the latter 
course, it would be essential that he keep his 
insurance paid, both malpractice and _ life! 
Before the conversation is ended, however, 
the anesthesiologist and the patient should 
have agreed on some type of anesthesia under 
which the surgeon may successfully perform 
his duties. 

With this as a background we will now 
proceed with the figures and facts, for the 
years indicated: 

It will be seen from table 1 that a total of 
8,633 cases were anesthetized during the four 
year period from April 1, 1952 to April 1, 
1956. Of this number 2,589 or 29.9 per cent 


TABLE 2 
SPINAL ANESTHESIA USING “HEAVY” AGENTS 


Operations Period 1 Period2 Period3 Total 
Pelvic laparotomy 76 178 156 410 
Delivery 57 164 281 502 
Extremities 33 127 99 259 
Perineal and vaginal 32 107 75 214 
Exploratory laparotomy 32 62 56 150 
Cesarean section $2 86 74 192 
Genitourinary 

and herniorrhaphy 29 105 94 228 
Rectal 9 50 66 125 
Hip 5 5 4 14 
TUR 1 4 78 83 
H.N.P. 0 1 0 1 

(Ruptured Disc) 
Total 306 889 983 2,178 
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were operated upon using some kind of spinal 
as the primary technic. We believe that this 
represents a favorable percentage of the pos- 
sible cases in which operation should be done 
under spinal anesthesia, since we recognize 
rather strict limitations for the use of this 
technic and since we adhere rather closely to 
most of the generally accepted contraindica- 
tions. 

Tables 2 and 3 show that from a practical 
point of view we prefer to limit the use of 
spinal anesthesia in general surgery to those 
cases in which the operation is primarily at 
the level of, or below the umbilicus. This has 
been used by us as the arbitrary dividing 
line, since we are of the opinion that when 
spinal is utilized for surgery of the upper 
abdomen, the task is more difficult to perform 
with safety, and the incidence of complica- 
tions will rise unnecessarily. 

There are likewise certain operations for 
which we feel that spinal anesthesia is the 
procedure of choice. These include operation 
on the hip, HNP, rectal surgery and cesarean 
sections. It should be pointed out that only 
5 of 138 operations on fractured hips were 
done under general anesthesia. Likewise only 
7 of 139 operations for HNP’s and 36 of 228 
cesarean sections were done under general 
anesthesia. 


Table 4 lists the number of patients oper- 
ated upon using the various drugs. As time 
passes, there is a difference in the preference 
of the drug used. In our case this was the re- 
sult primarily of two factors. The first is the 
discontinuance of manufacture of the drug, 
as in the case of Spinocaine and Metycaine. 
The second is the satisfactory use of a less 
toxic drug in the place of the more toxic one, 
as in the use of Pontocaine instead of Nuper- 
caine. Also in these tables is shown the num- 
ber of cases in which supplemental anesthesia 
was used. 


TABLE 3 
SPINAL ANESTHESIA USING “LIGHT” AGENTS 


Operations Period 1 Period2 Period3 Total 
Hip 21 62 36 119 
H.N.P.* 16 66 49 131 
Rectal 14 34 58 106 
On extremities 3 20 14 37 
Kidney 0 3 15 18 
Total 54 185 172 411 


*Five of these were combined with spinal fusion. 
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TABLE 4 
DRUGS USED FOR SPINAL ANESTHESIA 
Pontocaine Pontocaine Metycaine Metycaine Spinocaine Nupercaine Lucaine Monocaine Procaine 
Dex. D.W. S.F. ex. S.F. Dex. Dex. S.F. ex. 
Period 1 133 0 122 0 42 40 0 16 1 
Number supplemented 81 0 79 0 17 10 0 9 1 
Period 2 607 110 187 0 69 48 2 0 1 
Number supplemented 432 73 112 0 33 12 1 0 0 
Period 3 917 171 47 10 0 15 ll 0 ll 
Number supplemented 545 134 27 3 0 3 l 1 
Total 1,657 281 356 10 111 103 13 16 13 
Total supplemented 1,058 207 217 3 50 25 2 9 2 


Table 5 indicates the number in which the 
spinal anesthetic was necessarily rather than 
intentionally supplemented. It is interesting 
to note an increasing trend to intentionally 
supplement the spinal anesthesia. This is 
probably due in large part to the desire of 
the anesthesiologist to make the anesthesia as 
“smooth” as possible. Regardless of reason 
there is an increasing tendency on our part 
to intentionally supplement spinal anesthesia. 
Also listed in table 5 is the number of cases 


TABLE 5 
OTHER FACTS CONCERNED IN THIS SERIES 


I. 238 of the 1,592 spinal anesthesias which were combined 
with other anesthesia were necessarily so. 
If. 415 had epinephrine added to prolong the effect. 


III. Spinal anesthesia repeated: 
For failure 5 
For delivery 48 
For continued anesthesia 8 


TABLE 6 
COMPLICATIONS 


in which we added epinephrine to prolong 
the effect of the spinal anesthesia. While the 
majority of these were in the “saddle” anes. 
thesia for obstetrics, many were also in other 
fields of surgery, particularly in rectal surgery. 
In the same table also are the cases and causes 
for which we repeated spinal anesthesia. 


We are not infrequently asked in what per- 
centage we use “saddle” anesthesia in obstetric 
patients. Table 1 and 2 show a total of 1,402 
deliveries. Of this number 502 or 35.8 per 
cent, received spinal or “saddle” anesthesia. 
We believe this is probably about the maxi- 
mum number in our practice. There are ob- 
viously many cases in which spinal anesthesia 
is not indicated for one reason or another, 
and another much smaller group who do not 
wish “saddle” anesthesia. 


Complications of spinal anesthesia vary in 
seriousness from minor headaches through the 
gamut of neurologic complications and resi- 
duals to that of a fatal termination. We believe 
that careful attention to the essential details 
in the preparation of equipment and drugs, 


Total Total Percentage 
— Complicated Cases Incidence and extreme care in the actual administra- 
Bitlivesy 21 502 4.02 tion of a spinal anesthetic will eliminate prac- 
Other surgery 2,087 53 tically all complications. Obviously the care- 
Neurologic 0 2,589 0 ful observation and care of the patient during 
TABLE 7 
DEATHS (WITHIN 10 DAYS OF OPERATION) 
Days 
Age Operation Duration Agents Postoperative Cause 
Mr. A. B, W. 84 Hip 3 16” Spinocaine 3 Coronary 
¥. occlusion 
Mrs. A. L 41 H.N.P. . Pontocaine-DW 2 20” Hemorrhage 
5... On table from aorta 
Mrs. R. K 77 General 2 6” Pontocaine 6 Coronary 
Surgery Dex. occlusion 
Mrs. L. D 69 General 2 56” Pontocaine- 10 Pulmonary 
Surgery Dextrose I. V. embolus 
Mrs. A. O 7 Orthopedic 56” Pontocaine- 1 Pulmonary 
Dextrose embolus 
Mr. A. D 76 General 57” Pontocaine- 5 Cardiac 
Dextrose failure 
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the operation and after the administration of 
the spinal anesthetic will help to decrease 
and eliminate these complications. 

In the present series the complication of 
headache occurred in 21 (4.02 per cent) of 502 
deliveries and in 11 (0.53 per cent) of the 
remaining 2,089 surgical cases. This is shown 
in table 6 which also shows there have been 
no neurologic complications. During the 
period of this report there have been six 
deaths within the 10 day period usually desig- 
nated as that in which death may be related 
to anesthesia and/or surgery. The details of 
these deaths are shown in table 7. 
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In conclusion, I would like to remark that 
I have indicated our preference for spinal 
anesthesia in certain types of surgery and un- 
der certain conditions. We have presented a 
detailed report on 2,589 spinal anesthetics 
given during the four years from April I, 
1952 to April 1, 1956, by the Alexandria 
Anesthesia Service. 
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Recent Trends in Cataract Surgery’ 
ELBYRNE G. GILL, M.D., and RONALD B. HARRIS, M.D.,t+ Roanoke, Va. 


The authors consider the advances made in cataract 


surgery and emphasize important technical details. 


CATARACT, one of the commonest ills of man- 
kind, was treated as far back as the time of 
Susruta, 1000 B. C., by couching. Use of this 
ancient method gradually ceased, except in 
unskilled hands, after Daviel’s keratome- 
procedure was initiated in 1752. Then after 
1865, von Graef’s use of the cataract knife 
became more favored until recently, at least 
in this country, a modified keratome-scissor 
method has been largely adopted. 

Each year modifications of surgical technic 
in cataract extraction are discussed, but no 
one procedure is yet regarded as perfect. In 
this paper we wish to place special emphasis 
upon the patient’s viewpoint and his comfort 
and well-being. The consensus is that the 
intracapsular technic should be used in most 
cases, and the extracapsular in certain excep- 
tional cases. However, should one prefer the 
intracapsular extraction it is necessary to be 
skilled also in the other technic, for if certain 
complications arise during an intracapsular 
extraction it may be necessary to complete 
the operation by extracapsular surgery.! Every 
surgeon should be familiar with all of the 
accepted surgical methods. Each surgeon must 
decide which of the numerous procedures 
will be best for his patient, choosing be- 
tween:—extracapsular and intracapsular ex- 
traction; between knife and keratome-scissors; 
between round pupil, iridectomy or iridotomy; 
limbal bases or fornix based conjunctival 
flaps; preplaced or postplaced corneoscleral 
sutures; use of catgut or silk sutures, or no 
sutures. Every surgeon should bear in mind 
that the patient has a knife thrust in his eye 
for one purpose and one purpose only. That 
is to restore his vision. No procedure should 
ever be done to give the surgeon a thrill. The 
welfare of his patients should be foremost 
in his mind at all times. 


*Read before the Section on Ophthalmology and Otolarvn- 
gology, Southern Medical Association, Fiftieth Annual Meet- 
ing, Washington, D. C., November 12-15, 1956. 

tFrom the Department of Ophthalmology, Gill Memorial 
Fye, Ear, and Throat Hospital, Roanoke, Va. 


When to Operate 


When to operate upon a cataractous eye 
is always an important question.’ Waiting 
for a cataract to “ripen,” subjecting the pa- 
tient to periods of increasing darkness and 
helplessness is no longer necessary. 

Although cataract is mainly a complaint 
of persons aged 60 or over, with a lesser 
number aged 40 to 50, cataract can occur at 
any age. 

Not all opacities indicate cataract forma- 
tion and such a possibility should not be 
suggested. However, a patient with an opacity 
should be examined every six months. A cata- 
ract does not necessarily demand immediate 
removal; each case must be treated on an 
individual basis. Some of the deciding factors 
as to whether to operate or not are the pa- 
tient’s occupation, his temperament, his age, 
physical condition and the type of cataract 
present. If bilateral cataracts are present, one 
will be more advanced than the other; the 
worst eye is operated on first if there is po- 
tential vision. 

It is our practice to advise removal of a 
cataract when useful vision is lost, even though 
the cataract is present in only one eye. Its 
removal gives him a larger field of vision and 
will tend to prevent the possibility of de- 
veloping a secondary glaucoma. Should any- 
thing happen to his other eye, he can immedi- 
ately begin the use of glasses and will not be 
incapacitated. It should be carefully explained 
to the patient that after the cataract is re- 
moved from the eye and if he has good vision 
in the other eye, the eyes do not focus to- 
gether. He has to decide whether he wishes to 
use the eye which was operated upon or the 
other. 


The monocular cataracts therefore offer a 
problem of their own. Mr. Ridley of London, 
England, has attempted to solve the problem 
of one-eyed cataracts by the use of an acrylic 
implant at the time of surgery to replace 
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the lens. This procedure is probably the most 
dramatic change in cataract surgery in dec- 
ades. However, due to the frequent postop- 
erative iritis, the danger of dislocation of the 
jenticulus, and more especially the poor visual 
results, there is much against this method at 
the present time. Few ophthalmologists have 
attempted this procedure in this country and 
most of these have abandoned it.? 

Although not pertaining to cataract surgery 
directly, we think it is worth commenting on 
the use of contact lenses on monocular 
aphakic eyes. Often in wearing these lenses 
the patients will get sufficient fusion to give 
them binocular single vision and they are 
perhaps the most satisfied of all cataract 
patients. 

Patients of poor surgical risk are found 
among people of all age groups, but especially 
among the aged. Some of the complicating 
factors are glaucoma, iritis, myopia, hyper- 
tension, diabetes, retinal hemorrhage and 
uveitis. —The surgeon must weigh the ad- 
vantages and disadvantages. In many instances 
the patient is given sufficient vision to take 
care of himself. Under these circumstances 
he has everything to gain and nothing to lose. 


The Preparation of the Patient 


The preparation begins with the first visit 
the patient makes to the surgeon’s office. 
That continues all through the surgical 
period, the convalescent period and the am- 
bulatory stage. Some of the aspects of the 
operation should be enumerated as follows. 
You should carefully explain to the patient 
what to expect, how long he will have to be 
in the hospital, that you only have to bandage 
one eye, that he will be out of bed the day 
following the operation, that there are no 
sutures to be removed, and that it can be 
done without pain. Very few people have seri- 
ous complications and the death rate is prac- 
tically nil. If one can gain the patient’s confi- 
dence in this manner, it greatly facilitates his 
recovery and the management of the case 
while he is in the hospital. 

We cannot emphasize too strongly the im- 
portance of a complete physical examination 
by a competent internist, including blood 
sugar and urea determinations, and constant 
observation of the patient by an internist 
during his hospital stay.t We no longer at- 
tempt to remove every infected process, and 
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feel that the most important thing is the 
preparation of the patient, and good surgical 
technic. If the patient has had a prior opera- 
tion elsewhere or in your clinic, the reason 
for the operation and results should be care- 
fully ascertained. This is especially true if an 
enucleation has been done of the other eye. 

Determination of sensitivity to any drugs 
being used before and during the operation 
is advisable. 

The patient is admitted to the hospital the 
night before the operation, and the following 
procedures are carried out. First, the lacrimal 
sacs are irrigated. Second, the patient is given 
an enema, and sufficient sedation for a com- 
fortable night’s rest. The patient is given a 
complete physical examination, including 
complete laboratory studies. One cc. of crude 
liver extract and 2 cc. of Distrycillin are 
given intramuscularly. Ascorbic acid, 200 mg., 
vitamin B capsule, one, calcium gluconate, 
grs. 25, and Rhamnotin tablets, one, are given 
by mouth. The lashes are cut and drops of 
1 per cent atropine solution are instilled in 
the eye at bedtime. Also, the eye is irrigated 
with penicillin solution every two hours until 
the time of operation. 


Anesthesia 


We do not use a general anesthetic. Our 
anesthesia is very simple. The patient is given 
Nembutal, gr. 34, one hour and a half prior 
to the operation. Demerol 75 mg. and Thora- 
zine, 25 mg., intramuscularly. The dosage de- 
pends upon the physical condition of the 
patient, the age and weight. If this does not 
provide sufficient anesthesia and amnesia, an 
additional 14 gr. morphine is given while in 
the operating room. After the patient is taken 
to the operating room the first instillation of 
4 per cent cocaine solution is made, and re- 
peated at intervals of 2 minutes for three 
times, and 2 minutes later one drop of Neo- 
synephrine solution is placed on the cornea. 
Approximately 15 minutes later local anes- 
thesia is completed. A retrobulbar injection 
of 2 cc. of a 1 per cent solution of procaine 
with epinephrine is made. Akinesia is pro- 
duced by the Van Lint Method. Our patients 
sleep through the entire procedure, and they 
rarely remember anything about the opera- 
tion. Thorazine has been a great adjunct to 
our therapeutic armamentarium in that it not 
only enhances the effect of the morphine, but 
it largely prevents postoperative nausea. 
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We have found it helpful in reducing in- 
traocular pressure to close the lids after the 
retrobulbar injection, and make gentle mas- 
saging pressure over the globe for about two 
or three minutes. 

We cannot stress too strongly our dislike 
for a general anesthetic. We feel that carefully 
supervised and carefully administered local 
anesthesia is ideal for this type of surgery 
(Fig 1). 


Extracapsular and Intracapsular Extraction 


Intracapsular extraction is attempted in all 
of our patients. We follow this procedure in 
the one-eyed patients as well.5 There are ad- 
vocates of extracapsular extraction such as 
in the middle-aged person, in whom the lens 
capsule is tense and the suspensory ligaments 
are unusually strong. It is our experience 
that this can be largely overcome by a little 
time and patience, making general pressure 
and general traction. One of the greatest single 
factors in the success of cataract surgery is 
calmness and time. One should always re- 
member that in extracapsular extraction one 
will have some retained lens and cortical ma- 
terial which often causes iritis or iridocyclitis. 


FIG. 1 


Showing conjunctival incision and flap. Keratome incision 
shown, Preplaced corneoscleral sutures removed here for 
simplification. 
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This is certainly a very undesirable compli- 
cation. Other causes of failure in intracapsular 
surgery are an incision of insufficient size, 
poor anesthesia, resulting in insufficient re- 
laxation of the patient, and most of all, by 
faulty technic on the part of the surgeon. 


Intracapsular Extraction 


The procedure used in our clinic has been 
described in detail in an earlier paper.” Briefly, 
it consists of use of local anesthesia, Van 
Lint akinesia, a keratome incision widened 
to 180 degrees with scissors, use of a combi- 
nation of three corneoscleral sutures and a 
180 degree conjunctival flap closed by sutures, 
the lids held open and the eye down by su- 
tures, and delivery of the lens by the “head- 
on” method and suction. The discussion here 
will be confined to consideration of | this 
methed. 


Round Pupil vs. lridectomy 


The round pupil for cosmetic reasons es- 
pecially, is advocated by many operators.® One 
should always bear in mind that the patient 
never has a knife thrust in his eye to undergo 
a beauty treatment. The only purpose is to 
restore the patient’s vision. 

In our own experience, which consists of 
more than 1,200 cases, we find that a small 
iridectomy, generally speaking, is preferable. 
We have had fewer complications following 
this procedure. It is easier to deliver the lens 
and we are less likely to have a drawn-up 
pupil. 

Conjunctival Flap 


We make our conjunctival flap 3 to 4 mm. 
from the limbus for a full 180 degrees. We 
have tried the various other technics, but in 
our hands this gives us better results. We 
have had fewer complications, and after our 
experience in this series of cases the conjunc- 
tival flap is universally used in our clinic. 

This flap not only includes the conjunctiva, 
but the episcleral tissues as well. By using this 
method there is not the possibility of particles 
of the flap getting between the edges of the 
wound, and, as described before, one is less 
likely to have an epithelial down-growth 
(Fig. 2). 


Incision 


The keratome incision is used universally. 
Many years ago it was only the occasional 
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FIG. 2 


Illustrating incision in sclera and cornea with two preplaced 
corneoscieral sutures. 


operator and the novice who would use the 
keratome, but this procedure is gaining favor 
rapidly throughout the country. With the 
keratome incision there is less astigmatism, 
better healing of the wound, and _ better 
closure of the wound. After the keratome in- 
cision is done, we widen the wound to a full 
180 degrees with the Castroveijo corneoscleral 
scissors. 


Extraction 


Delivery of the lens is based upon one of 
four principles: (1) external pressure alone, 
(2) subluxation with forceps plus some degree 
of external pressure, (3) suction, and (4) 
loupe extraction. A combination of external 
pressure plus suction will be found satisfactory 
in at least 75 per cent of the cases. Suction 
is of particular advantage in the large round 
type of cataract, where it is impossible to 
place the forceps on the capsule with any 
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degree of accuracy, and without rupturing 
the capsule. 

The lens is delivered by the sliding or 
“head-on” method. With a traction suture in 
the conjunctiva at 12 o'clock, the cornea 
can be elevated, and this gives the operator 
a direct view of the lens. The “head-on” 
method is certainly a safe and sound proce- 
dure. An attempt is made to rupture the 
zonules by making pressure on the cornea 
at the limbus at 3, 6, and 12 o'clock. An effort 
is made to indent the cornea at least 3 mm. 
The suction method is attempted in all cases. 
If it does not work we resort to the pressure 
and forceps delivery. 


Suturing 


We use 6-0 catgut mild chromic sutures. 
This has many advantages. The particular 
advantage is the psychologic effect it has on 
the patient when you tell him that he does 
not have to have sutures removed. Many pa- 
tients lie in bed in mortal fear and dread of 
going back to the operating room and having 
additional surgical procedures on his eye. 

Much has been written outlining the ad- 
vantages of corneoscleral sutures over the 
older conjunctival flap and suture.’ For our 
own interest, during the past year, we have 
compared a group of 100 patients in whom 
the operation was done using corneoscleral 
sutures and 100 patients in whom conjunctival 
sutures were used. 


The end results are interesting. Very little 
statistical differences were noted between the 
two methods. The anterior chambers reformed 
more rapidly in the corneoscleral group, and 
the incidence of secondary hyphema was very 
slightly lower (1.5 per cent). These factors, 
however, did not appreciably affect the end 
result. Epithelial down-growth, although mini- 
mal in both groups (1 in the conjunctival 
group, colored) and (2 in corneoscleral group, 
1 colored and 1 white), was more common 
in the corneoscleral group. It was our im- 
pression that perhaps the outcome of cataract 
surgery depended more on the operator's 
dexterity than it did on the type of suture 
used (Fig. 3). 


The One-Eyed Patient 


We follow the same technic in the one- 
eyed patient. It is of utmost importance that 
the surgeon determine why the patient lost 
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Delivering lens, 


his tellow eye.’ This oftentimes will give one 
insight into the patient’s general condition 
or his reaction to certain drugs and other 
conditions. 


Case 1. Mrs. R. T., age 58, white, was operated on 
in another state in March, 1951. The attending 
ophthalmologist stated that her preoperative examina- 
tion revealed no abnormality, nor gave reason to 
think that she would have more than a routine course. 
She had the usual preparation and the usual anes- 
thesia consisting of O'Brien facial block, retrobulbar 
injection, Novocaine and epinephrine. The operation 
was uneventful and the wound was closed with two 
corneoscleral sutures. At the end the ophthalmologist 
noticed that he did not obtain a bright reflex from 
the fundus when the operating light was directed to 
the pupil. She was unable to see her hand when 
placed in front of her eye. Therefore, he felt she must 
have had some vascular accident while on the table. 


The next day when the eye was dressed, there was 
no unusual reaction in the eyelids or globe. However, 
the anterior chamber was full of blood. The patient 
remained in the hospital for 4 weeks. Slit-lamp exami- 
nation at the end of the week revealed that the 
vitreous was full of blood. No details of the fundus 
could be made out at the time she left the hospital. 
The ocular condition progressed unfavorably; secondary 
glaucoma developed which necessitated enucleation. 


She was operated on in our clinic on February 10, 
1955, for removal of a cataract, O. D. Careful pre- 
liminary examination did not reveal any abnormalities 
and we felt that even though it was her remaining 
eye, she should have the operation as she could see 
no better than 20/200. 
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The incision was made with the keratome and en- 
larged with scissors. The vitreous retracted imme- 
diately and the lens dropped into it. The lens was 
removed with a spoon. The patient made an unevent- 
ful postoperative recovery so far as her general con- 
dition was concerned. Two months after the opera. 
tion, a discission was necessary. Following this opera- 
tion, her vision was 20/30 with correction, and to this 
time it has remained the same. 


Case 2. J. W., age 75, a white man, had a cataract 
extraction, O. S., done elsewhere in April, 1951. This 
was followed by a postoperative glaucoma, O. S., but 
no tension change was noted O. D. When the patient 
was first seen by us, he had a mature senile cataract, 
O. D.; V. O. D. was light perception and projection, 
and V. O. S. was light perception. The patient was 
operated on and an intracapsular extraction was done, 
Because of the history of postoperative glaucoma in 
the other eye, a large iridectomy was done. His post- 
Operative course was uneventful and at the present 
his vision is 20/20 O. D., with correction. 


Cataract Complicated by Glaucoma 


The cataract complicated by glaucoma al- 
ways presents a serious problem. The surgeon 
is called upon to decide whether he should 
operate for the relief of the glaucoma first 
or to remove the cataract first. Some men 
have obtained good results by removing the 
cataract. Others do the operation for glaucoma 
and then later remove the cataract. This calls 
for two major operations and one often com- 
plicates the other. Birge® reports on the treat- 
ment of 25 eyes in 20 patients having this 
complication. Ten of these patients were over 
70 years old. Only one operation was neces- 
sary in each instance and was followed by 
fewer complications than a two-stage opera- 
tion. He feels that the choice of a one- or two- 
stage operation depends upon the patient's 
health, stage of the disease, the number of 
operations the surgeon thinks the patient can 
stand and the amount of vision available be- 
fore his operation. The single operation is 
especially indicated in case the cataract must 
be extracted within one year of a previous 
operation for glaucoma; in cases in which, 
after a previous and unsuccessful operation, 
cataract and glaucoma are still present; in 
cases diagnosed late when the patient is in 
the late stage of the disease. Surprising and 
good results were obtained in poor risk cases 
of cataract and glaucoma complicated with 
iritis. Early cases of glaucoma and immature 
cataract call for a separate operation. The 
Birge® technic in the one-stage operation con- 
sists of a combined iridencleisis, using only 
one pillar, and either extracapsular or intra- 
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capsular extraction. One uses a large thick 
conjunctival flap to protect the iris wick and 
prevent epithelial down-growth in the an- 
terior chamber. Our technic differs from 
Birge’s in that we use two pillars. In fact, 
the technic is somewhat similar to that usually 
used for iridencleisis for relief of glaucoma 
without cataract extraction. The only differ- 
ence is that we use a larger incision. We al- 
ways endeavor to use a very thick conjunctival 
flap composed of Tenon’s capsule as well as 
the subconjunctival tissue. It is essentially a 
double flap operation. 

Case 3. Mrs. H. S., aged 74, white, had been treated 
elsewhere for glaucoma by conservative medical treat- 
ment for a period of five years. When first seen 
here by us, V. O. D. was 20/40 and V. O. S. was light 
perception, with correction. T. O. D. was 30 mm., 
and T. O. S. was 35 mm. These tensions were recorded 
while the patient was still on medication (pilocarpine 
4 per cent q. i. d.). Slit-lamp examination confirmed 
the diagnosis of chronic open angle glaucoma. It was 
found impossible to reduce the tension below the 
above figures by medical therapy. Marked lens changes 
were present, O. S. Fundus examination, O. D. re- 
vealed early glaucomatous cupping. It was decided 
to do a combined cataract and iridencleisis operation, 
O. S., and an iridencleisis, O. D., at a later date. 


FIG. 4 


Final closure using conjunctival and corneoscleral sutures. 
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The patient was hospitalized and a combined op- 
eration was done, O. S., and the postoperaiive course 
was uneventful. Two months postoperatively the 
patient’s tension in O. S. had remained at 20 mm. 
without medication. The visual results were disap- 
pointing, however, due to advanced optic atrophy 
from the long-standing glaucoma. The vision was 
increased from light perception to 20/400. Tension 
still remains elevated in O. D., and an iridencleisis 
is to be done in the near future. 

Case 4. Mrs. W. R., aged 67, white, had been 
treated medically for chronic glaucoma (noncongestive) 
for approximately 4 years with a gradual loss of vision, 
especially O. S. When first seen here the O. D. was 
20/60 minus. 

V. O. S. was light perception. T, O. D. was 30 mm., 
and T. O. S. was 65 mm. These tensions were taken 
while the patient was on pilocarpine, 4 per cent and 
Diamox. Lens changes were present in both eyes, but 
worse in O. S. The tension did not respond to further 
medical treatment and it was decided to do a com- 
bined cataract extraction and iridencleisis, O. S., and 
a similar operation on O. D. at a later date. 

A good result was obtained, O. S., with the tension 
remaining at present, 22 mm., without medication. 
The visual result here was disappointing once again 
due to advanced glaucomatous changes. The tension, 
O. D., continued to remain elevated despite treatment, 
so it was decided to do a combined procedure, O. D. 
This was done approximately two months after the 
first operation. The postoperative recovery was un- 
eventful, and 4 months after the second operation 
the vision, O. D., with correction, is 20/20, and the 
tension remains at 22 mm. without medication (Fig 4). 


Bilateral Cataracts 


Some competent operators advocate bi- 
lateral cataract extractions. We have not fol- 
lowed this procedure in any of our work, and 
consequently, we do not feel we are in posi- 
tion to either recommend or condemn this 
procedure. 


Postoperative Care 


Prompt wound healing may be expected 
if a clean healthy conjunctiva has been pro- 
vided, the conjunctival incision is closed com- 
pletely, and the technic has been carried out 
properly. Here we like to stress the importance 
of restoring the iris pillars and seeing that the 
wound is carefully approximated, and that no 
fragment of tissue, lens material, or vitreous 
is in the wound. Only one eye is bandaged 
after the operation. The patient is allowed 
out of bed the day following the operation. 
The eye is dressed the day following the oper- 
ation, and every day thereafter during his hos- 
pital stay. We feel that it is far better to have 
the patient comfortable out of the bed than 
uncomfortable in the bed. 


aft 
— j 
ee 
= 


1166 SOUTHERN MEDICAL JOURNAL 


Complications 


Only a few complications will be discussed 
as time does not permit a full discussion of 
complications. 

Loss of Vitreous. One complication the 
surgeon dreads most is loss of vitreous. One 
should remember that vitreous is never lost. It 
is either pushed out by the operator, or ex- 
pressed by the patient. There is no excuse 
whatsoever for the surgeon allowing the pa- 
tient to express vitreous if he has been prop- 
erly anesthetized. That consists of akinesia, 
retrobulbar injection, massaging of the globe 
for three minutes, elimination of a lid specu- 
lum, and calmness, time and manual dex- 
terity on the part of the surgeon. We have 
had vitreous loss in less than 2 per cent of 
our patients, and this covers a series of over 
1,200 patients. Should vitreous be lost the 
operator should not be disturbed, but go on 
calmly and deliberately with the operation, 
removing all of the vitreous from the wound, 
then closing the wound and filling the an- 
terior chamber with penicillin solution. It is 
surprising how well these patients do under 
those conditions. Postoperative vomiting is 
largely controlled by the use of Thorazine. 

Hemorrhage. Hemorrhage into the anterior 
chamber sometimes occurs 3 to 8 days post- 
operatively. It is rarely a serious complication 
and it is advisable not to mention it to the 
patient, because the words hemorrhage and in- 
fection always cause terror in the minds of any 
patient. Retrobulbar hemorrhage is an occa- 
sional complication.2 This can be avoided 
by proper technic which consists of keeping 
the needle moving slowly while the solution 
is being injected. 

Flat anterior chamber is always a problem.* 
The consensus is that it is due to a leaking 
wound. It is difficult to reconcile this with 
the fact that we deliberately produce a leak- 
ing wound when we perform our iridencleisis 
for glaucoma. Yet, the anterior chamber will 
reform and the tension will remain normal. 
If the pupil is kept well dilated, and there 
is nothing in the wound, one will seldom have 
a flat chamber. 


Postoperative glaucoma rarely occurs when 
intracapsular extraction is performed. Here 
again, postoperative glaucoma can largely be 
prevented by careful surgical technic. 
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Epithelialization of the cornea occurred 
slightly more frequently in our hands where 
corneoscleral sutures were used. With the con- 
junctival flap, sutures and a clean wound, 
epithelialization is a rare occurrence. Clark! 
states that in his fornix-based flaps he has not 
had a case of epithelial down-growth for the 
past twenty years. Goar'! uses x-ray therapy 
as soon as the condition is detected. He fur- 
ther states that the vision in these cases has 
never been better than 20/70. 


Prognosis 


The future progress of cataract surgery lies 
in better diagnosis, better preparation of the 
individual patient, better surgery, the dis- 
carding of procedures known to be trauma- 
tizing and ineffective, and the fitting of the 
best and most advanced technic to the indi- 
vidual cases. 


In our long experience we feel that every 
surgeon should possess the following pre- 
requisites in addition to what has been de- 
scribed:—first, he should possess a human 
touch, and second, and most important of all, 
common sense. 


Summary 


This is a summary of 1,200 patients oper- 
ated on for removal of adult cataracts. This 
series excludes congenital cataracts or those 
in patients who have had cataract compli- 
cated by some other condition diagnosed be- 
fore operation, that is, glaucoma, iritis, or 
retinal disease. 

Before Operation: 

97 per cent had 20/60 or less vision 

86 per cent had 20/100 or less vision 

80 per cent had 20/200 or less vision 
The average age was 70 years. 


Visual results obtained in this series: 

80 per cent obtained 20/30 or better vision 

85 per cent obtained 20/40 or better vision 

95 per cent obtained 20/50 or better vision 

Approximately 4.8 per cent of this series 
had some retinal disease present which went 
undiagnosed at the time of operation and 
which affected the postoperative visual re- 
sults. If this group is eliminated from the 
over-all series, the percentage of patients ob- 
taining 20/30 vision or better is 91 per cent. 
Those obtaining useful vision, that is, 20/50 
or better make up 97 per cent. 
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Discussion (Abstract) 


Dr. M. Elliott Randolph, Baltimore, Md. ‘This has 
been a very interesting paper by Drs. Gill and Harris. 
They have made many pertinent generalizations re- 
garding the surgical treatment of cataracts and the 
excellence of their end results reflects the importance 
of careful preoperative preparation and the high 
caliber of their surgical technic. 

In general, unlike the essayists, I do not advise 
the removal of a unilateral cataract when useful vision 
is lost unless hypermaturity is being approached or 
the patient specifically requests the removal. 

The preparation of the patient as outlined is highly 
important. Without this most patients are in complete 
ignorance of the meaning of a cataract operation, and 
this varies from the patient who expects the removal 
the same day in the office to the one who expects 
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to be hospitalized for weeks with immobility of the 
head by sandbags. 

I am interested in the comments on iridectomy vs. 
round pupil, the latter for cosmetic reasons. I can 
assure you that I certainly do not perform a round 
pupil extraction for cosmetic reasons or for the thrill, 
but because I strongly believe the intact iris, acting 
as a vitreous barrier, makes the operation a safer 
procedure. 

Regarding the knife used for the incision, my own 
Statistics show there is little, if any, difference in the 
over-all course, or the final visual result, following 
either technic. I have used the keratome for the past 
10 years. 

The essayists noted little difference in the 100 cases 
done with corneoscleral sutures and 100 done with 
conjunctival sutures. More than anything else—the 
preparation of the patient, the anesthesia, the method 
of extraction,—the corneoscleral suture is the greatest 
advance in cataract surgery for the past 20 years. 


Regarding the combined operation for cataract 
and glaucoma, the statistics at present are too few 
to come to a definite conclusion. It would seem the 
indications are few. The one group of glaucoma cases 
which generally do not respond to a combined cataract 
extraction is the open-angle group not controlled pre- 
operatively with miotics. Inasmuch as even some of 
these respond, I would prefer to gamble on the com- 
bined cataract extraction and, if necessary, do a cyclodi- 
alysis later. 

Finally, I want to express my personal envy of the 
essayists’ series of over 1,200 patients in which vitreous 
loss was less than 2 per cent. This figure makes every 
careful preparation and painstaking operating technic 
completely justified and worthwhile. 


Drs. Gill and Harris are to be commended on this 
excellent paper. 


| 
| 


1168 


SEPTEMBER 1957 


Intracranial Aneurysms Complicating 


Pregnancy* 


REX BLEAKNEY, M.D.,+ Orlando, Fla. 


The author calls attention to a complication of pregnancy which may be 
misinterpreted. Its management, as related to the pregnancy, is outlined. 


‘THE DIAGNOSIS, TREATMENT, AND OBSTETRICAL 
MANAGEMENT of intracranial aneurysms com- 
plicating pregnancy will be influenced by the 
time in the course of gestation. Since these 
lesions probably occur much more frequently 
than indicated by the paucity of reported 
cases, a high index of suspicion may be useful 
in differentiating them from the multiplicity 
of complaints including vague neurologic 
symptoms, syncope, dysesthesia, vertigo, and 
headaches which may confound and perplex 
the patient practitioner who reviews and 
evaluates them. 


Estimations based upon autopsies show 
that these saccular malformations of the in- 
tracranial arteries occur in perhaps 0.5 to 1 
per cent of the general population,’ and 
seem to be evenly divided between the sexes. 
Thus, in the course of one year, if there are 
four million (plus) pregnancies, as reported 
by government statistics, one could presume 
that 40,000 unsuspecting members of our preg- 
nant population would harbor these poten- 
tially dangerous lesions. 


Review of Literature 


Keeping this remarkably high incidence in 
mind, and with the knowledge that ‘“‘about 
80 per cent of cases of spontaneous suba- 
rachnoid hemorrhage arise through rupture 
of an intracranial aneurysm,’ it is wise to 
consider strongly its possible presence in any 
case of diagnosed or suspected cerebrovascular 
accident, and especially those occurring in 
the gravid woman where “the burden of preg- 
nancy or the exertions of labor may provoke 
rupture of a vascular anomaly which is about 
to bleed spontaneously.” 


*Read before the Section on Obstetrics, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


+From the Obstetrical Department, Orange Memorial Hos- 
pital, Orlando, Fla. 


Walton concludes further that there seems 
to be no increased incidence of aneurysm in 
pregnancy, although according to Robb 
“reference has been made to the effect of 
relaxin on the ligaments and fibrous tissue 
of the pelvis. One cannot help but ask whether 
there is a general change in the fibrous tissue 
elsewhere in the body, and in particular 
whether the wall of an aneurysm may also 
relax or become weaker.” Boshes and Mc- 
Beath® point out that “the pregnancy, and 
particularly the delivery, may bring to light 
a cerebral aneurysm that may leak or rup- 
ture.” 

The logical conclusion in postulating when 
one might expect rupture during pregnancy 
would be as follows: (a) during the time of 
greatest increase in blood volume, the seventh 
month; (b) straining as with the expulsive 
or “bearing down” forces during the second 
stage of labor when the head encroaches upon 
the perineum; (c) when the uterus suddenly 
contracts following the complete emptying 
at the end of the third stage; (d) and with 
any condition which might cause a rise in 
the intracranial blood pressure such as 
toxemia or intercurrent hypertensive vascular 
disease. 

But “straining,” contrary to the general 
consensus, seems to have very little in- 
fluence upon the possibility of rupture of 
these lesions as shown by Magee,’ who re- 
viewed 150 cases of spontaneous subarachnoid 
hemorrhage and who found that in 90 per 
cent of these cases that the patient was un- 
dergoing no strain when the bleeding oc- 
curred and that 28 per cent were actually 
seated or in bed at the time. Sahs and Keil® 
showed that only 15 per cent of their patients 
had a preceding history of physical or mental 
strain of a severe nature. Indeed, in a survey 
of the literature, none of the reviewed and 
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proven cases reported a case of rupture hav- 
ing occurred during labor. 

Garber and Maier® report a case of post- 
partum subarachnoid hemorrhage following 
“liberal use of oxytocics for postpartum bleed- 
ing,” although their cases of aneurysm are 
not proven by angiography or by necropsy. 
The authors conclude that cautious use of 
oxytocic drugs is advisable. 

Sands,!° in 1929, and Symonds,!! in 1923, 
have reported similar cases. In the situation 
presented by the latter, an aneurysm at the 
junciion of the internal carotid and the pos- 
terior communicating arteries ruptured 18 
years following the last of four pregnancies 
and was proven at necropsy. 

A dearth of reported cases is encountered 
in the review and one is impressed by the 
fact that few are proven by angiography or 
by autopsy beyond the clinical diagnosis.1?-17 
Thus, it is difficult to say how many aneu- 
rysms actually rupture, how many are diag- 
nosed, and how many are misdiagnosed as 
cerebrovascular spasm, as toxemia, as cerebral 
venous thrombosis, or as a cerebrovascular 
accident due to another cause. 

The severity of the findings most frequently 
is related to the enlargement of the lesion 
and to the amount of hemorrhage. Premoni- 
tory signs and symptoms may arise from the 
simple expansion of an existing aneurysm. 
More dramatic findings with a wide range 
of possibility may point to leakage or actual 
rupture. After a careful history and neurologic 
examination, the diagnosis of subarachnoid 
hemorrhage is made by finding bloody fluid 
on lumbar puncture. Final diagnosis and ac- 
tual demonstration of the lesion depend upon 
carotid angiography on the side involved as 
observed by localizing signs. 

Quoting directly again from Boshes and 
McBeath:'8 “the old idea that convulsions, 
aphasias, hemiplegias, and syncopal episodes 
incidental to pregnancy were related solely 
to toxemias no longer obtains. Some do, of 
course, but many do not. Some come from 
conditions present long before the gestation; 
some develop during, bui are not part of, 
the childbearing process; some are aggravated 
by the pregnancy; and others are the result, 
or by-product, of the medical and surgical 
procedures utilized in modern obstetrics. It 
is no longer necessary to démonstrate a com- 
plete hemiplegia, a frank, classic upper motor 
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lesion, to indicate that cerebral involvement 
has developed. The small diagnostic signs 
employed by those who are constantly on the 
lookout are sufficient.” 


Case Reports 


Case 1. (This case was reported previously by Dr. 
Wayne Brehm.19 It was seen during my residency 
and stimulated my interest in this subject.) A 33 year 
old primigravida at 514 months gestation was suddenly 
seized by stiffness of the neck and by excruciating 
headache both of which occurred suddenly when the 
patient sneezed and blew her nose. This episode hap- 
pened while she was stooping in the process of peeling 
onions. There was no similar history or other symp- 
toms in the past to suggest the presence of an aneu- 
rysm. Physical findings and the antenatal progress 
were all completely normal. 

On the emergency hospital admission neurosurgical 
consultation was obtained. Lumbar puncture revealed 
grossly bloody spinal fluid and a diagnosis was made 
of subarachnoid hemorrhage possibly due to ruptured 
aneurysm. 

The lumbar taps were repeated during the next 
few days, and as the fluid cleared the patient’s con- 
dition improved proportionately. In spite of absolute 
bed rest the patient again became suddenly uncon- 
scious two weeks later. Weakness of the left arm and 
leg were apparent, bilateral ankle clonus, more marked 
on the left side, was elicited and hyperreflexia was 
detected on the left side. Lumbar taps showed grossly 
bloody spinal fluid again under increased pressure 
(300 mm. of water). 


Following a Matas’ test, the patient was taken to the 
x-ray department where, under Sodium Pentothal 
anesthesia, a “cut-down” was done on the right in- 
ternal carotid artery. Upon injection of Diodrast the 
films revealed a signet ring aneurysm involving the 
region of origin of the posterior communicating artery. 
The anterior cerebral arteries were not visualized. Car- 
otid ligation was then done through the same wound. 


Throughout the next 10 days she began to improve 
gradually from a clinical standpoint. She became more 
alert and oriented, the neurologic findings became 
less pronounced, and the lumbar taps showed a grad- 
ual drop in pressure and also cleared from gross blood 
to slight xanthochromia. The patient was released 
from the hospital 5 weeks after her original episode 
with only a very slight left facial paresis. Following 
an uneventful course at home she was returned to 
the hospital for cesarean section on January 19, 1950. 
The indication for section was pelvic deformity due 
to an old fracture of the pelvis which had required 
open reduction. 


Since that time there have been no further preg- 


nancies nor recurrences of symptoms referable to her 
aneurysm. She continues a normal active life. 


Case 2. (Courtesy of Dr. Frank Parish.) A 37 year 
old secundagravida who had delivered a normal term 
infant 3 months before, and who had aborted at about 
12 weeks two years earlier, was admitted to the pri- 
vate neurosurgical service on January 20, 1951, in a 
comatose condition. For 3 weeks previously, she had 
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had headaches unlike any she had had before. On 
the day of admission, she complained of severe pain 
in the right temple and fell forward while playing 
bridge. She remained unconscious at admission. 

In the past, she had had the usual childhood dis- 
eases and no other serious illness with the exception 
of increasing deafness for the past several years which 
had been attributed to otosclerosis. At the time of the 
miscarriage in 1948, she complained of pain in the 
joints of the right side of the body and of tingling 
in the feet. She also had increased headaches at this 
time. During the course of the second pregnancy the 
headaches increased again, and she referred consis- 
tently to numbness of the left hand and arm. Fol- 
lowing a normal delivery under paraldehyde analgesia 
and cyclopropane anesthesia, the patient had a nor- 
mal postpartum course. But even at the 6 week ex- 
amination, she still complained of the peculiar pares- 
thesia she had had during the pregnancy. 

The patient was admitted in coma with a blood 
pressure of 100/70 and with the eyes deviated to 
the left. There was anisocoria. Both fundi showed 
early papilledema, more marked on the left. She 
had hyperreflexia and spastic paralysis of the right 
arm, right leg, and left arm. There was a great deal 
of purposeless motion of the left leg. The neck was 
not stiff; Kernig’s sign was not positive. There was 
a suggestion of ankle clonus. Lumbar puncture re- 
vealed grossly bloody fluid under a pressure of 480 
mm. of water. 

Ventriculograms showed a mass arising from the 
left side, and because of its extent was felt to be 
inoperable. The lesion was diagnosed as massive hema- 
toma arising either from an aneurysm or from bleed- 
ing into the substance of a glioma. 


The patient continued to pursue a rapidly down- 
hill course and finally came to autopsy which showed 
an aneurysm which ruptured into the frontal lobe. 
The aneurysm was found to arise from the bifurca- 
tion of the middle and anterior cerebral arteries. 
Interestingly enough, and substantiating one theory 
of the manner in which congenital anomalies arise, 
there was found another anomalous artery originating 
from the aneurysm and shunting across to the anterior 
cerebral artery. 

This case is included because of the interesting 
fact that the aneurysm had existed and had given 
symptoms during the course of both pregnancies. 
Actually the patient had endured the rigors both of 
spontaneous abortion with dilatation and curretage 
and of a full-term gestation with routine delivery 
under an anesthesia. Rupture did not occur until the 
subject was safely in the postpuerperum and engaged 
in playing bridge. 

Case 3. A 21 year old primigravida had had a 
normal prenatal course in every respect until the 
time of admission. On June 13, 1952, the husband 
called to say that the patient had fainted while 
ironing, and had not fully responded in 20 minutes. 
The patient was admitted to the hospital in a dazed 
and semicomatose condition. 

The only physical finding was slight stiffness of 
the neck muscles and since this appeared typical of 
a cerebral accident the neurosurgeon was called in 
consultation. When frankly bloody spinal fluid was 
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recovered on lumbar tap, a diagnosis of cerebro- 
vascular hemorrhage probably due to _ congenital 
aneurysm was made. Conservative treatment was car- 
ried out with sedation, analgesics, and absolute bed 
rest. 

The most prominent symptom was headache which 
persisted for days. Temporal blindness was present; 
the stiffness of the neck gradually disappeared; no 
localizing signs were present. Gradual improvement 
took place until the physical condition was almost 
normal, when, on the night of June 22, a second 
hemorrhage occurred accompanied by a_ convulsion 
and temporary unconsciousness. This happened in 
spite of bed rest and quiet. There was severe head- 
ache and, in addition, there was diplopia and some 
complaint of dyspnea. 

The second hemorrhage prompted the decision to 
treat the cranial lesion at once and to choose the 
method of delivery after craniotomy. Carotid an- 
giography on the left performed on June 30 was 
normal. Angiography on the right side was done 
on July | and showed a small saccular aneurysm of 
the internal carotid near the origin of the posterior 
communicating artery (Fig. 1). 

On July 7, a right frontal craniotomy was done 
and the aneurysm located. An attempt at clipping 
the small pedicle proved unsuccessful due to the 
extreme friability of the stalk. Bleeding ensued and 
it became necessary to clip the internal carotid on 
each side of the lesion. The fetal heart sounds re- 
mained good throughout the procedure. 

The immediate postoperative course was quite en- 
couraging and remained so for about 20 hours. From 
then on the patient began to deteriorate rapidly. The 
temperature mounted gradually to 106°, the pulse 
became more rapid, weak, and thready, respirations 
were more rapid and labored. The skin began to 
take on a mottled cyanotic appearance in spite of 
the oxygen therapy. This mottling was relieved from 
time to time by spontaneous respiratory improvement. 

Respiratory activity finally ceased before the heart 
action stopped. Immediately, upon assurance that the 
patient had expired, a postmortem section was done 
as rapidly as possible, with the delivery of a normal 
appearing but stillborn male infant. Efforts at resusci- 
tation were of no avail. The infant had been dead 
only a very short time but had been the victim of 


FIG. 1 


‘ 
i 
I 
i 
{ 
I 
I 
f 
at-¢ 
I 


VOLUME 50 


FIG. 2 


a prolonged intra-uterine hypoxia due to a faulty 
maternal exchange over a period of time. 

The autopsy revealed the aneurysm was secured but 
showed, in addition, ischemia of the right cerebral 
hemisphere with early softening. This was due to 
thrombosis of the right internal carotid artery and 
portions of its cerebral branches. In other words, the 
cerebral circulation had been compromised to a degree 
which was not compatible with life. 


Case 4. (Courtesy of Dr. Robert Neill.) This 40 
year old gravida I, para I, had had headaches all 
of her life. In April, 1948, she noticed diplopia which 
increased in severity. In August of the same year, she 
became unable to move the left eye laterally. This 
sixth nerve involvement continued for the following 
year and a half. During this time she wore a black 
patch over the eye. In August, 1950, a muscle opera- 
tion was done on the left eye which fixed the orbit 
in the midposition. 


Three weeks prior to the termination of pregnancy, 
the patient developed a third nerve palsy, severe 
pain behind the left eye, earache on the left and 
numbness of the left side of the face. One week later 
she had a sudden pain and stiffness in the neck. A 
short time thereafter a cesarean section was done 
for the obstetric reason of a cephalopelvic dispropor- 
tion. Eight hours postpartum there developed ptosis 
of the eyelid, exopthalmus and marked chemosis on 
the left side. The blood pressure had been normal 
throughout the course of pregnancy. 


Four days postpartum a rushing sound developed 
in the head which was actually audible to her. This 
bruit corresponded to her pulse. She was admitted 
to the Lospital, where a left carotid angiogram demon- 
strated an aneurysm 3 cm. in diameter, of the supra- 
clinoid portion of the internal carotid artery, with 
indication of an arteriovenous fistula in the cavernous 
sinus (Figs. 2 and 3). The left internal carotid artery 
was ligated. The postoperative course was uneventful 
and she was discharged without bruit. 

Since discharge in August, 1952, she has been quite 
well with only occasional headache and an_ occa- 
sional bruit. There have been no subsequent preg- 
nancies. 

This case demonstrates pre-existence of an aneurysm 
which worsened during the third trimester of preg- 
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nancy. It is my opinion that the symptoms whick oc- 
curred during pregnancy were coincidental to and 
not related to the pregnancy itself. 

Case 5. This was a 35 year old gravida I, para 0, 
whose EDC was April 6, 1954. She had enjoyed an 
uneventful pregnancy with no history of elevated 
blood pressure, edema, or visual disturbances. There 
was a past history of frequent headaches dating back 
many years. These had not been worsened by her 
pregnancy. 

The patient was apparently well when she awoke 
on the morning of admission except that she had a 
headache on awakening. At about noon she com- 
plained that she thought she had a “stroke” because 
of numbness of the right face, tongue and upper 
extremity. Also it was noted that she talked pe- 
culiarly—in a “thick” manner. She was seen in the 
afternoon by her physician who found urine and 
blood pressure to be normal. During the afternoon 
it was noted that she walked “like she was drunk” 
and complained of a severe headache. At about 6:00 
that evening, while eating, she suddenly lost con- 
sciousness and became very cyanotic. Lumbar puncture 
showed grossly bloody fluid. She was brought to Or- 
ange Memorial Hospital. 


On admission, physical examination revealed an 
unconscious white woman breathing deeply and ster- 
torously, very cyanotic, and with gurgling and rattling 
noises during respirations. Auscultation of the chest 
revealed very coarse gurgling loud rales. The heart 
rate was 138 with an irregularity to the rhythm. The 
abdomen showed the enlarged uterus of an 8 month 
pregnancy. The fetal heart tones were irregular and 
of poor quality. The reflexes were hyperactive in the 
right side. The patient occasionally exhibited sudden 
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convulsive-like movements of the extremities but no 
clonic or tonic convulsions were noted. 

Because of her moribund condition, an immediate 
section was done. The obstetric indication was fetal 
distress in a primigravida not in labor who had a long 
undilated cervix. (It has been demonstrated in case 3 
that long continued poor oxygen exchange with 
cyanosis results in lowered placental oxygen tension 
and may result in irreversible fetal hypoxia and death.) 

The patient’s course was precipitously downhill 
and she expired some 3 hours after admission, dem- 
onstrating the rapidly fatal results of massive hemor- 
rhage from these lesions, hemorrhage which is in- 
operable from the neurosurgical standpoint. 

(Incidentally, to show how utterly one may be 
defeated by one’s own heroics, the salvaged infant 
showed definite signs of Mongolism.) 

Case 6. A gravida VII, para VI, was admitted on 
December 21, 1954, at the age of 32 years. She was 
reported to have been acting strangely 10 days prior 
to admission. Three days before hospitalization she 
developed severe headaches, associated with nausea 
and vomiting. Upon arrival in the emergency room 
she was restless and semicomatose. No history of 
similar episodes in the past, or of hypertension were 
elicited. 

On examination the patient was estimated to be 
in the third trimester at perhaps 714 to 8 months. 
The blood pressure was 102/80; she was incontinent. 
A definite hemiplegia was present but also left 
paresis. The eve grounds were negative; the neck 
was stiff. There were no findings to indicate toxemia. 
Blood and urinary studies were negative. The spinal 
fluid was xanthochromic. 

Left carotid angiogram was performed. Antero- 
posterior and lateral views of the skull were made 
showing an aneurysm near the bifurcation of the 
internal carotid artery. The aneurysm measured 3 to 
4 mm. at widest diameter. Poor filling of the 
branches of the middle cerebral artery seemed asso- 
ciated with thrombosis of the artery due to the 
presence of the aneurysm (Fig. 4). 

It was decided to deliver the patient from below 
under caudal anesthesia since there was no obstetric 
reason for cesarean section. In an accommodating 
fashion, the patient went into spontaneous labor and 


FIG. 4 


SEPTEMBER 1957 


was delivered by low forceps uneventfully of a 6 Ib. 
10 oz. infant. After delivery, there was no change 
in the patient’s neurologic condition. The patient's 
course was followed very closely both by the obstetrical 
and neurosurgical services. Spinal tap a few days later 
disclosed a clear fluid. She was discharged to the 
County Home for domiciliary care since so much 
residual brain damage militated against craniotomy. 


Discussion 

Consideration of the foregoing case histories 
and of the reviewed literature would indicate 
that, as with most other complications of preg- 
nancy, the complication should be treated 
and the pregnancy be allowed to continue 
unless there are coexisting obstetrical reasons 
to the contrary. 

When a diagnosis of this arterial malfor- 
mation is made in the first trimester, in the 
absence of any other complicating factor, 
there should be no thought of therapeutic 
abortion. With discovery of, or rupture of 
aneurysm during the second trimester, the 
lesion should be treated and the pregnancy 
permitted to progress normally. The same 
should be true when these anomalies are 
found in the final trimester with this excep- 
tion: that, if labor supervenes following dis- 
covery of or rupture of intracranial aneurysm, 
the patient should be allowed to deliver be- 
fore neurosurgical intervention, unless the 
condition of the patient is clearly worsening. 
With this in mind every means should be 
taken to make the diagnosis and to institute 
treatment before the third trimester. 

In the past there has been a strong ten- 
dency to lean toward obstetric management 
by cesarean section when these lesions oc- 
curred, but now this approach is not recom- 
mended unless a valid obstetric reason is 
present. 

This paper should help to clarify the situa- 
tion by imploring the obstetrician to observe 
conservative practices in these situations as 
he would in any other complication of preg- 
nancy. Dieckmann, at present in discussing 
four cases, writes concerning the obstetric 
management: “consensus of opinion, delivery 
by vagina with as little straining as possible.””° 
Thus, forceps delivery is suggested when dila- 
tation is complete, when the head is in a 
favorable position, and when the other con- 
ditions for forceps application are met. 

Although mention has been made before 
that the catastrophic results of straining may 
be exaggerated, it is still well to exercise cau- 
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tion and to choose an anesthetic which will 
eliminate the “bearing down” reflex of the 
head on the perineum. Our choice would be 
in favor of caudal or pudendal block. There 
would be no particular contraindication, 
however, to inhalation anesthesia or to saddle- 
block anesthesia if there has been no depres- 
sion of the central nervous system or recent 
bloody spinal fluid. 


Summary and Conclusions 


Reference has been made to the astound- 
ingly high frequency of this lesion. 

The literature has been reviewed for cases 
of intracranial aneurysm complicating preg- 
nancy. 

Six cases have been presented. 

Neurosurgical treatment should be _ insti- 
tuted if termination of pregnancy is not im- 
minent. 


Vaginal delivery and not cesarean section 
is the obstetric treatment of choice. 


Therapeutic abortion should not be con- 
sidered when these lesions are present. 


Anesthetics of choice are mentioned. 


The importance of recognition of the early 
signs is stressed. 
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Discussion (Abstract) 


Dr. Thomas E, Scott, Jr., Daytona Beach, Fla. It is 
now well known that the most common cause of 
spontaneous subarachnoid hemorrhage is the rupture 
of intracranial arterial aneurysms which are felt to 
be of congenital origin. These lesions are most com- 
monly located on the intracranial portion of the 
internal carotid artery, usually near one of its 
branches or bifurcation. They also appear on other 
vessels of the carotid and vertebral systems. 

While neurologic signs may precede rupture due 
to pressure of the aneurysmal sac on neighboring 
structures, aneurysms usually make their presence 
known by a sudden spontaneous and often unpro- 
voked rupture. Frequently the resultant subarachnoid 
hemorrhage is not accompanied by focal neurologic 
signs, but produces a syndrome of sudden, excruciating 
headache followed by fever, nuchal rigidity, frequently 
dizziness, nausea and vomiting. Depending on the 
extent of the hemorrhage, confusion, stupor, coma and 
a rapid demise may follow. The most common neu- 
rologic sign is a unilateral paresis of the third cranial 
nerve on the homolateral side, with ptosis and pupil- 
lary dilatation, but hemiplegia and aphasia may occur 
if an intracranial hematoma should develop. 


The clinical similarity of subarachnoid hemorrhage 
to meningitis has caused diagnostic difficulties in 
the past. The history and diagnostic lumbar puncture 
should establish the diagnosis without difficulty. 

Once the diagnosis of subarachnoid hemorrhage has 
been established in the pregnant patient the neuro- 
surgeon should be called in to become a part of the 
team caring for the patient. 


Any patient harboring an aneurysm has a dangerous 
and extremely treacherous disease. In patients having 
intracranial aneurysms demonstrable by angiography, 
the mortality rate of the disease is at least 50 per cent 
in the untreated cases. There is some evidence to the 
belief that in cases of subarachnoid hemorrhage with- 
out a demonstrable aneurysm, the prognosis as to 
life seems somewhat better; perhaps this is due to a 
different etiology or thrombosis within the aneurysmal 
sac. 

From the results of the past ten years of surgical 
therapy of these lesions, it seems apparent that suc- 
cessful management of these patients depends on 
adherence to the following principles: 


1. Accurate demonstration of the lesion with 
carotid or vertebral angiography. The surgical attack 
can be planned more accurately and more safely. In 
past years aneurysms were accidentally exposed during 
the search for other lesions, and surgical therapy was 
often based purely on the neurologic examination. 


While angiography is a valuable and well-accepted 
diagnostic procedure, it carries within itself a mor- 
tality rate of 1 per cent and another 2 to 3 per cent 
morbidity rate. The complications vary from focal 
neurologic signs of a transient nature to sudden coma 
and death, presumably from the irritating effect of 
the standard medium, 35 per cent Diodrast, on the 
vascular endothelium. However, the majority of the 
complications occur in the older age groups with 
known or presumed generalized cerebral vascular 
disease. 
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An important point is the absence of any relation- 
ship of the timing of angiography with recurrent 
hemorrhage, thus the procedure can be carried out 
early in the course of the patient's illness, allowing 
for emergency intervention, should that become man- 
datory. 


2. Proper Timing of Surgical Intervention. Early 


in the days of aggressive therapy of these lesions, 
definitive surgery varying from cervical ligation of 
the internal carotid to direct intracranial approach 
was often carried out during the first few hours or 
days following the initial rupture. The mortality rate 
in some of these early series was frequently as high 
as 50 to 60 per cent. This almost prohibitive mortality 
was due in part to technical inexperience. However, 
it is now felt that much of it was due to the early 
date of the surgical procedure in relationship to the 
occurrence of the hemorrhage. /t is now the concensus 
that at least two weeks should lapse after the initiai 
rupture prior to any type of definitive surgical pro- 
cedure. The exception might be a recurrent hemor- 
rhage which would motivate a desperate gamble to 
save the patient. 


3. The Surgical Approach. With technical ad- 
vances, including angiography, the exposure of these 
lesions now seems desirable rather than frequent 
cervical ligation of the common and/or internal 
carotid arteries except in some of the lesions occurring 
on the internal carotid artery. 

Based on these three principles, angiographic dem- 
onstration, proper timing of surgery and the direct 
surgical approach, the mortality rate now has reached 
a more respectable figure of approximately 20 per 
cent in some series with a corresponding decrease in 
the morbidity rate. 

In regard to the special situation created by preg- 
nancy, surgical therapy should be rendered, if pos- 
sible, prior to delivery provided one adheres to the 
principles mentioned. If this is not possible, it should 
be carried out at the earliest opportunity following 
delivery. 

Dr. C. K. Fraser, Washington, D. C. This vexing 
lesion affirms the most important advance in our 
obstetric era. Great advances have been made in our 
knowledge of the interactions of pregnancy and asso- 
ciated disease. But our expericnce with this type 
lesion tends to be small, hence reporting of this type 
is heartily encouraged. Conclusions with reasonable 
assurance of validity can be drawn only when ex- 
perience from a large well-documented series has 
been accumulated. The author has collected six 
patients. 
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Case 2 suffered a sudden fatal intracranial hemor- 
rhage 3 months after delivery. This patient is in- 
cluded perhaps on the basis of the definition of a 
maternal death, i.e., the death of ary woman dying 
of any cause whatsoever while pregnant or within 
90 days of the termination of the pregnancy. 

There is a fundamental difference in the author's 
estimated incidence of this potential lesion which is 
based upon both sexes then applied only to the 
pregnant population. It is substantially reduced in 
the specific age distribution of 16 to 45 in the female. 

The occurrence of subarachnoid hemorrhage on 
death certificates and in the pregnant patient is much 
less frequent than is suggested by these figures. 

The author’s mention of subarachnoid hemorrhage 
and oxytocic drugs warrants emphasis. Sudden fatal 
intracranial hemorrhage occurring during the course 
of elective induction of labor in normotensive patients 
is tending to emerge as a cause of maternal death 
as Mack (1956) has reported. The influence of vaso- 
pressor or oxytocic drugs or other factors may only 
be surmised at this time. 


A clear differentiation between subarachnoid hemor- 
rhage in a normal pregnancy and that occurring in 
pregnancy complicated by toxemia is important. The 
management of the two conditions is entirely differ- 
ent. The neurosurgical approach in the former may 
vield a favorable outcome, but seems rarely indicated 
in the latter condition. Intracranial hemorrhage with 
toxemia of pregnancy has been well reported by 
Parks and Pearson (1943). 


These facts tend to emerge from the author’s series. 
‘The age, parity and duration of pregnancy correspond 
to our series. The incidence of the lesion rupturing 
prior to labor is striking. 


The diagnosis was established by cerebral an- 
giography in 4 patients, ventriculogram, and 1 had 
grossly bloody spinal fluid. The obstetric manage- 
ment reveals 3 cesarean sections on indication, 1 
postmortem cesarean section and 2 vaginal deliveries. 

Cannell (1956) has written an authoritative paper 
on subarachnoid hemorrhage and pregnancy. He 
stresses that this condition requires prompt neurologic 
and angiographic investigation. 

Neurologic surgery should go forward to prevent 
recurrence of the hemorrhage, if untreated surgically, 
ruptured aneurysm is accompanied by 50 per cent 
mortality over the ensuing 8 weeks. 


Cesarean section may be considered, on obstetric 
indications, in the presence of extreme neurologic 
damage or the hemorrhage is undetermined or in- 
accessible to surgery. 
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Thyroid Disease in Childhood’ 


ROBERT W. BUXTON, M.D.,+ Baltimore, Md. 
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This is a study of the types of goiter encountered in an area of endemic goiter 
as contrasted to one in which goiter is nonendemic. The findings in 


regard to carcinoma are of interest. 


IN THE MINDS OF MOST PHYSICIANS goiter in 
children differs sufficiently from goiter in 
adults to warrant some special consideration, 
particularly since goiter in children is unusual 
and experience in its management is some- 
what limited. 

It is the purpose of this paper to compare 
the incidence of the enlargement of the thy- 
roid gland in patients below the age of 16 
years as seen in two university centers, one of 
which is located in a region where goiter has 
been considered endemic for many years, and 
from another where this is not so. This survey 
will of necessity include patients with car- 
cinoma of the thyroid gland, but from it have 
been deleted patients with squamous cell car- 
cinoma, fibrosarcoma, lymphoma and _ those 
with metastases to the gland from another 
source. These latter are, indeed, uncommon 
lesions. 

Since the use of antithyroid drugs has been 
so extensively investigated there has been 
considerably less disagreement as to whether 
the treatment of hyperthyroidism in children 
should be medical or surgical. In general, it 
is well recognized that children respond well 
to the administration of antithyroid drugs, 
and, when these are given in appropriate 
dosage over a sufficient time, only a variable 
but frequently small percentage will prove 
refractory to treatment, or will have a recur- 
rence of symptoms of hyperthyroidism after 
their discontinuance. Some of these patients 
may require surgical removal of the gland. 
There is disagreement among surgeons as to 
the amount of thyroid tissue that should be 
left behind at the time of thyroidectomy, and 
a reflection of this indecision is apparent in 
patients with recurrent symptoms after opera- 


*Read before the Section on Surgery, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. 
November 12-15, 1956. 


+From the Department of Surgery, University of Maryland 
Hospital, Baltimore, Md. 


tion, or a deficiency state which requires thy- 
roid replacement over a long period, perhaps 
indefinitely. 

Goiters in children follow much the same 
clinical pattern as in young adults. During 
periods of rapid development, particularly in 
patients living in goiter endemic areas, simple 
or adolescent goiters are seen with moderate 
frequency, and commonly more frequently 
than thyrotoxic goiters. In nonendemic areas 
this ratio will approach unity and occasion- 
ally the toxic gland will predominate in fre- 
quency. Nodular goiter is uncommon in chil- 
dren and therefore its detection acquires a 
special significance. 


Incidence 


It is difficult to make any statement con- 
cerning the incidence of simple goiter in chil- 
dren because different observers do not agree 
as to what constitutes abnormal enlargement 
of the thyroid gland. Moreover, diffuse sym- 
metrical enlargement of the thyroid gland 
varies greatly in its incidence in the various 
sections of the country. Over the years the 
iodine-deficiency hypothesis has afforded us 
our most satisfying explanation of the patho- 
genesis of “simple” colloid or “endemic” goi- 
ter. Nevertheless, among the complex physi- 
cal chemical mechanisms known to partake 
in the elaboration of the thyroid hormone, 
there is admittedly more than one factor 
which can, by its presence or absence, upset 
the proper balance ordinarily maintained in 
the normally active thyroid gland.' As a con- 
sequence, still other “deficiencies,” “toxic” 
and even “infectious” agents are being sought 
to further explain the still indifferently under- 
stood complexities of the function of thyroid 
cells. 


In the nonendemic areas Graves’ disease is 
the disease of the thyroid gland most common 


1176 SOUTHERN MEDICAL JOURNAL 


among children. Although the disease may 
have its onset in infancy, it is rare before the 
age of 9 or 10 years. In children, as in adults, 
more females than males have the disease. 
Nodular goiter in children is more unusual 
than Graves’ disease. Apart from the obvious 
indications for surgical treatment, which have 
to do with the size of the goiter and its me- 
chanical effects upon adjacent structures, the 
possibility of malignancy is often the most 
important indication for surgical exploration. 
Cancer of the thyroid in children has been 
said to be extremely rare. The scarcity of case 
reports in the literature would seem to bear 
this out. However, the diagnosis of thyroid 
carcinoma is becoming more frequent in chil- 
dren. Winship? has contributed importantly 
to our information on this subject by his 
efforts to compile all available data upon 
children in whom the diagnosis of thyroid 
carcinoma has been proven histologically. 
Before 1930, only 10 cases of carcinoma of the 
thyroid in childhood had been reported. In 
1951, Winship reviewed all of the cases of 
carcinoma of the thyroid in childhood re- 
ported in the world’s literature; he found 97 
cases, overlooking 7. Since then, 63 cases 
have been reported. By questionnaire and 
personal canvass, 95 cases were reviewed in 
1951 from children’s hospitals in the United 
States, Canada and Western Europe. Twenty 
additional cases were added in 1953,3 and 52 
by 1955. Thus, the total cases tabulated have 
reached 334 by the latest available report. 
These compilations are undoubtedly in- 
complete, but a good cross section of cases in 
the western hemisphere was thus obtained. 
An enlarging thyroid gland should be re- 
garded usually as evidence of thyroid instabil- 
ity and is usually a frank expression of that 
gland’s inability to produce the body’s require- 
ment of thyroxine. The result is an increased 
output of thyroid stimulating hormone from 
the anterior pituitary, hyperplasia of the 
glandular epithelium, and, when sufficient 
hormone is produced, depression of pituitary 
function, the classic cycle of Marine. Derange- 
ment of this cycle may result in, (a) colloid 
goiter, (b) nodular goiter, and (c) thyrotoxi- 
cosis.* 
The most common enlargement of the thy- 
roid gland in children occurs before or at 
puberty, and is in response to the increased 
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requirement at this time. This is a reasonable 
concept but it has not been proved; it is sup- 
ported by the larger incidence of thyroid 
enlargement in regions where iodine de- 
ficiency in water and soil is great. Equally 
possible is an excessive output of thyroid 
stimulating hormone as a result of pituitary 
activity at puberty. In an iodine deficient 
gland, sufficient thyroxine cannot be pro- 
duced to depress the production of thyroid 
stimulating hormone. 

Iodine deficiency, increased physiologic re- 
quirements and excessive production of thy- 
roid stimulating hormone alone or together, 
will account very likely for most of the simple 
goiters in childhood. In some, however, no 
acceptable explanation is accessible. Perhaps 
in these there is a basic genetic defect in the 
biosynthesis of thyroxine.!' Under special cir- 
cumstances goiterogenic substances may be a 
hazard to thyroid stability in children. 


Author's Survey 


Any attempt to survey childhood goiter runs 
into the need to define the term goiter; this 
may have as many definitions as there are 
physicians who attempt it. We have accepted 
any thyroid enlargement as evidence of in- 
stability, and designated it as a goiter with 
the full realization that in so doing, we are 
including in this report many normal thyroid 
glands. 

A survey of children of fifteen years of 
age or less was made at the University of 
Michigan, a clinic and hospital which accu- 
mulates patients from a formerly well-recog- 
nized endemic region, and from the Univer- 
sity of Maryland whose dispensary and 
hospital draw patients from areas well out- 
side such regions. This survey covers the 
patients diagnosed and treated in the years 
1934 to 1954, and followed to date. 

In this 20 year period, 1934-1954, there were 
68,987 new registrations of children in the 
University of Michigan Department of Pedi- 
atrics. One hundred and fifty-one of these 
had a goiter. During the same period there 
were 74,333 new registrations in the Depart- 
ment of Pediatrics at the University of Mary- 
land. Twenty-three of these patients had a 
goiter. 


From the goiter endemic area, 82 patients 
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or 54 per cent had “simple” or “adolescent” 
goiter, while 7 or 30 per cent of the patients 
from the eastern seaboard had this type of 
lesion. Five patients from this group of 89 
children had a thyroidectomy. In 2 patients 
the operation was done because of the clinical 
impression that a solitary nodule was _ pal- 
pable; in a third patient some unexplained 
respiratory difficulty initiated exploration. In 
the remaining patients, operation was under- 
taken only because of thyroid gland enlarge- 
ment. These patients ranged in age from 5 
to 15 years. No neonatal goiters were seen. 

Mention of this group of patients is made 
to point out that the incidence of enlarge- 
ment of the thyroid gland is considerably 
higher in the goiter endemic areas; and that 
these patients are frequently brought to the 
physician because of goiter and rarely because 
of symptoms referable to it. Not uncommonly 
the parents, relatives or siblings are them- 
selves strongly aware of goiter and many 
have had a thyroidectomy. It is uncommon 
today for these enlargements to produce un- 
sightly cosmetic defects and even more un- 
commonly do they produce symptoms. The 
diagnosis does not require thyroidectomy, and 
a suspicion of nodularity alone is a poor indi- 
cation for operation. 


Struma lymphomatosa, or lymphocytic thy- 
roiditis of the Hashimoto type, is described 
as occurring characteristically in women from 
40 to 60 years of age.5 The frequency with 
which this diagnosis is made in children may 
be of some interest. Usually these patients 
are diagnosed as having a simple colloid goiter 
and regression often follows the administra- 
tion of desiccated thyroid. Gribetz and asso- 
ciates® reported, in 1954, that only 11 cases of 
lymphocytic thyroiditis occurring in children 
could be found in the literature to that time. 
They reported 6 cases from the Massachusetts 
General Hospital. These patients were com- 
monly symptom-free although one had mild 
dysphagia. Upon examination their thyroid 
gland was firm, coarsely granular and two 
to four times larger than normal. In 3 cases 
the Delphian lymph nodes were enlarged. 

Of interest from a diagnostic standpoint 
were three patients who had elevated serum 
PBI values in the absence of symptoms or 
signs of thyrotoxicosis. In two patients, not 
taking thyroid medication, in whom butanol- 
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extractable iodine (BEI) was measured, the 
values were of low normal. The finding of 
low BEI was in keeping with the clinical im- 
pression of euthyroidism and was felt to indi- 
cate that the high PBI in the serum was made- 
up to a large extent of non-butanol-extractable 
calorigenically inactive substances. It is pos- 
tulated by the authors that in thyroiditis the 
follicles may release into the circulation either 
partially proteolyzed or unproteolyzed thyro- 
globulin which is noncalorigenic. This pos- 
tulate, if confirmed repeatedly and consist- 
ently, offers a laboratory means of character- 
izing chronic lymphocytic thyroiditis without 
operation.1. Administration of thyroid raises 
the concentration of metabolically active thy- 
roid substances, suppresses TSH and thereby 
reduces thyroid size and secretory activity. 


Two patients in this study had a diagnosis 
of lymphocytic thyroiditis, one from each sur- 
vey area. In one, there was occasional choking 
sensation, and the gland was diffusely en- 
larged. The other patient gave the clinical 
impression of a solitary nodular enlargement 
without symptoms. Both patients had a partial 
thyroidectomy and pathologic confirmation 
of lymphocytic thyroiditis. 

Much emphasis and theoretical importance 
is attached to the diagnosis of nodular goiter 
in children. The term is merely descriptive, 
and yet its significance can be magnified to 
the point where it justifies operation, or even 
a diagnosis of cancer “until proved other- 
wise.” Much of this concern is based on the 
knowledge that the most common physical 
finding in carcinoma is that of a firm nodule 
in the thyroid gland. The only means of dif- 
ferentiation is the microscope. However, the 
assumption that most or all carcinomas of 
the thyroid gland in children originate in 
pre-existing adenomafous nodules is somewhat 
tenuous. True, the cellular changes in such 
a nodule, may, microscopically, warrant a 
diagnosis of carcinoma based on the usual 
criteria of cellular growth, activity and dif- 
ferentiation. The response of the cellular 
elements in such a nodule may be due wholly 
to an excess of thyrotropin! but depression by 
desiccated thyroid given orally cannot be cer- 
tainly predicted after the lesion is seen under 
the microscope. A clinical trial of such ther- 
apy seems almost obligatory before operation 
is decided upon. 


| 
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In this present series of patients 18 had 
nodular glands. Fifteen were reported from 
the University of Michigan area. Included 
are one stillbirth and one neonatal death both 
of whom had fetal adenomas. Seven patients 
had a thyroidectomy, and in 6 a solitary ade- 
nomatous nodule was present. One patient 
had a multinodular colloid goiter. Nine pa- 
tients did not come to operation and none 
are known to have developed carcinoma; one 
patient seen 8 years later did not show evi- 
dence of the nodule upon examination. 

The development of thyrotoxicosis disturbs 
profoundly the smoothly ordered and coordi- 
nated endocrine processes so important in the 
transition from childhood through adoles- 
cence to adulthood. In general, however, it 
may be conceded that endocrinologic altera- 
tions are relatively infrequent, as either pre- 
cursors or sequelae of juvenile thyrotoxicosis. 
The most important determinants as to 
whether endocrine or metabolic derangements 
will remain as a result of the thyrotoxicosis 
depend upon the delay in diagnosis, the 
promptness with which treatment is begun, 
the intensity of the disease, and, in some in- 
stances, upon the method of treatment em- 
ploved.7 


Treatment 


Prior to the introduction of the thiourea 
compounds, treatment other than surgical was 
accepted as helpful but temporizing. The 
earlier enthusiasm for these drugs has been 
somewhat modified, and indications for thy- 
roidectomy still exist where, (1) the drug fails 
to control toxicity, (2) there is progressive 
enlargement of the gland while under ade- 
quate medical treatment, and (3) the drug is 
poorly tolerated or produces a toxic reaction.* 
Less obvious reasons for surgical removal may 
be found in the economic problems of a fam- 
ily, and the psychic or emotional factors in 
parent or child making adequate observation 
during prolonged therapy doubtful. The fail- 
ure to gain permanent remission after a single 
course of antithyroid therapy does not make 
operation obligatory, and reinstitution of 
medication will usually be followed by ame- 
lioration and perhaps cure. There seems little 
rationale, however, in the administration of 
these drugs over many years, or for life. 


The precise indication for radioactive 
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iodine in the treatment of hyperthyroidism 
in children is undetermined. Although iodine 
is known to concentrate in the pituitary gland, 
no consistent alteration has been noted in 
assays of pituitary function. Adrenal function 
as determined by the levels of 17-ketosteroids 
in the urine has remained unaltered. Occa- 
sional reports of permanent suppression of 
menses have been recorded in adult women.’ 
Bone marrow depression is uncommon and 
when it does occur, seems closely correlated 
to the administration of very large doses of 
the isotope. Greater concern over the use of 
I'8t has been in terms of possible late car- 
cinogenic effect. To date such effects have not 
been serious or unequivocally due to such 
therapy. However, because of these possible 
late effects of isotopic iodine, most physicians 
are unwilling to use it frequently or routinely 
in any but particular and carefully considered 
instances. 

A survey of the practices from two widely 
separated university hospital areas, drawing 
patients from different sections of this coun- 
try, permit some evaluation of the effective- 
ness of treatment of children in the hyperthy- 
roid states. 

From the University of Michigan area, 41 
patients with hyperthyroidism were reviewed. 
Thirty-three were treated by subtotal thy- 
roidectomy. Fifteen were prepared preopera- 
tively with antithyroid medication; 3 of these 
are now hypothyroid and require thyroid 
medication. These latter are now 3, 6 and 10 
years after operation. Eighteen patients were 
prepared for thyroidectomy with stable iodine; 
none of these are hypothyroid after primary 
thyroidectomy. Two have unilateral vocal 
cord paralysis. Two patients had _ persistence 
or recurrence of their hyperthyroid state. One 
was treated effectively with propylthiouracil 
for one year. The second patient required a 
second thyroidectomy, and upon subsequent 
reappearance of hyperthyroid symptoms was 
treated with I'*!. This patient is now mildly 
hypothyroid. 

Five patients have been treated for | to 
10 years with antithyroid drugs. These pa- 
tients have been followed to date. All are 
well, but one patient continues antithyroid 
medication 10 years after it was begun. One 
patient requires supplemental desiccated thy- 
roid. 


vOLU) 


On 
15 ye 
alone 
is no 
tient: 
symp 

T\ 
sity 
peric 
thyr« 
cede 
sym} 
after 
insti 
drug 
of s 
kno’ 
men 
cont 
cil. 


no 
F 
thy! 
one 
whe 
was 
is 1 
tre 
tiol 

epi 
( 
nos 
the 
thy 
bel 
lar 
tie 
pa 
on 
rec 
dil 
mi 
m 
ba 
an 
n¢ 
he 
di 
la 
hi 


VOLUME 50 THYROID DISEASE IN CHILDHOOD—Buxton 1179 


One patient aged 10 years, and two, aged 
15 years were treated by external irradiation 
alone. The reason for this choice of therapy 
is no longer apparent, but each of these pa- 
tients has had a satisfactory resolution of 
symptoms. 

Twelve patients were seen at the Univer- 
sity Hospital in Maryland in the 20 year 
period ending in 1954. Eight were treated by 
thyroidectomy; in three operation was pre- 
ceded by antithyroid drugs for control of 
symptoms. Recurrence of symptoms 2 years 
after operation in one patient required re- 
institution of therapy with an antithyroid 
drug, and this induced a satisfactory remission 
of symptoms. Three of these patients are 
known to be hypothyroid and require replace- 
ment medication. The symptoms of one were 
controlled preoperatively with propylthioura- 
cil. There were no surgical complications and 
no deaths. 


Four patients have been treated with anti- 
thyroid drugs for periods of | to 5 years. In 
one patient only were symptoms uncontrolled 
when the drug was withdrawn. This patient 
was treated upon two occasions with I'8!. It 
is now two and a half years since her last 
treatment and she is euthyroid. The indica- 
tion for this choice of therapy was a recent 
episode of probable acute rheumatic fever. 

Carcinoma of the thyroid has been diag- 
nosed in 12 patients, all of whom were from 
the so-called goiter areas; no carcinoma of the 
thyroid gland in a child 15 years of age or 
below is recorded at the University of Mary- 
land in the years 1934-1954. These 12 pa- 
tients ranged in age from 3 to 14 years. Three 
patients have died; 2 were 3 years of age and 
one was 5 years old. The 2 younger patients 
required tracheotomy because of respiratory 
difficulty. In each instance the diagnosis was 
made by minimal excision of the gland isth- 
mus. Two patients came to necropsy and in 
both thyroid carcinoma was present in gland, 
and in the cervical and peribronchial lymph 
nodes and in the lungs. One is of interest, 
having received 50 millicuries of I'*! twelve 
days before death. This patient had a papil- 
lary carcinoma with abundant colloid, yet no 
histologic evidence of cellular damage or ne- 
crosis was apparent in the necropsy material 
examined. In 10 patients a diagnosis of papil- 


lary carcinoma was made and in each mod- 
erate to abundant colloid was seen in the 
histologic material. One patient had an 
alveolar carcinoma, another a poorly differen- 
tiated adenocarcinoma. 

Of particular interest is the observation that 
the earliest carcinoma in this group of pa- 
tients was seen in 1937. This patient was 5 
years of age and died 3 months after his first 
visit. The remaining patients have been seen 
since 1944, the latter half of this 20 year sur- 
vey period. Since 1944 patients have been 
seen in the following order: 1944 (1 male 
patient); 1946 (1 female patient); 1948 (2 
male patients); 1950 (2 male, 1 female pa- 
tient); and in 1952 (3 female, 1 male patient). 

Though this is an interesting order of fre- 
quency, the small number of patients listed 
surely precludes any obvious interpretation 
of an increasing frequency of this disease in 
childhood. On the other hand, the incidence 
of neonatal thymic irradiation,®™ one of the 
suggested causes of thyroid carcinoma, has 
changed little in the order of frequency of 
administration, with perhaps a decreasing 
frequency of its application in more recent 
years. 

Seven of these patients were boys and 5 
girls. Nine patients are living at this moment 
and all are thought to be free of disease; 6 
patients had incomplete surgical removal of 
the primary lesion or had residual cervical 
lymph nodes known to contain neoplasm. 
Three received postoperative x-ray irradia- 
tion and I'*!, two received isotopic iodine 
alone postoperatively, and one x-ray therapy 
alone. The last patient had a diagnosis of 
carcinoma in an actively proliferating ade- 
noma, and at operation clinically involved 
nodes were left, in addition to tumor which 
had extended outside the area of resection. 
This patient is alive and well 10 years after 
operation and postoperative external irradia- 
tion. He does not require thyroid medication. 
Three patients in this group had unilateral 
neck gland resections of cervical nodes. Three 
additional patients had total removal of the 
primary lesion and all had unilateral resec- 
tions of cervical nodes. All received external 
irradiation and one or more courses of I*! 
postoperatively because of residual tissue 
which concentrated iodine. 


| 
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Two patients, only, require no thyroid 
medication. Three patients require supple- 
mental calcium and one has a unilateral vocal 
cord palsy. One patient had enlarged hilar 
nodes preoperatively and another patient had 
diffuse, finely granular areas throughout both 
lung fields. Both were thought to be due to 
metastatic neoplasm; neither finding is pres- 
ent at this time. 


One patient requires particular mention. 
When seen in 1946, at age of 11 years, she had 
been found to have a nodule in the left half 
of the thyroid isthmus. Removal of the entire 
left lobe and isthmus and most of the right 
lobe was done. Histologically this was a poor- 
ly differentiated, medullary adenocarcinoma. 
External irradiation was given postoperatively. 
She returned frequently for observation and 
not until 10 years later, in 1956, were en- 
larging nodes apparent in the left side of the 
neck. Resection of cervical node showed a 
neoplasm with abundant colloid in many 
areas. Not all of the neoplasm was removed 
and 126 millicuries of I'%! were given. Seven 
months later there is no evidence of iodine 
uptake within the neck and neither palpable 
nodes nor gland are apparent. 

This latter patient did not receive thyroid 
medication in the 10 year interval between 
her two operations, although iodine uptake 
studies two years ago showed functioning thy- 
roid tissue on both sides of the trachea. It is 
reasonable to suspect that some suppression 
of tumor might have been accomplished by 
such medication since the recently excised 
neoplasm showed much colloid.'? Whether 
this implies suppression only and that the 
tumor in this patient was an “abnormal form 
of tissue still responsive to thyrotropin,”!* or 
whether a complete reversal to a normal thy- 
roid pattern could have been hoped for, is not 
apparent in this or any of the other patients 
in this series. The answer to this proposal is, 
of course, the crucial question in these pa- 
tients with lesions now designated as car- 
cinoma. The frequent appearance of further 
lesions after surgical removal of the more 
benign papillary lesion and evidence of a 
more rapid extension in others has led Crile™ 
to the observation that these tumors are re- 
sponsive to thyrotropin. Five of his patients 
with pumonary lesions, presumed to be meta- 
static thyroid carcinoma, showed clearing of 
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the roentgenographic shadows with 3 to 4 
grains of thyroid daily. Proof that these le. 
sions were thyroid carcinoma and that total 
and permanent clearance has been accom- 
plished by this means alone, and that with. 
drawal of thyroid at a later date will not be 
followed by reappearance of the lesions must 
await a later evaluation. This report suggests, 
however, a more pleasing alternative than 
further and more extensive attempts at com- 
plete surgical extirpation. It leads to the 
conclusion that whenever the diagnosis of 
papillary carcinoma is made and obstruction 
of the respiratory tract is not imminent, a trial 
period of thyrotropic suppression by exogen- 
ous thyroid may be undertaken. Continued 
growth of a thyroid neoplastic nodule would 
call for wide surgical resection. The varied 
group of anaplastic carcinomas, and the sar- 
comas will not be expected to respond to this 
form of treatment. They are fortunately un- 
common lesions and surgical extirpation, 
while infrequently successful, may be of oc- 
casional value. 


Treatment of the patient with a papillary 
tumor requires a final decision. If suppres- 
sion of the lesion by administered thyroid is 
obtained and regression of the lesion is ob- 
served, what final disposition is to be made? 
Ablation is not a recognized end result of this 
means of treatment. It is probable that the 
surgeon must still be required to remove all 
readily available neoplasm and that final de- 
struction of the residuum must be achieved, 
when possible,’ with isotopic iodine. It is 
expected that such a program may more read- 
ily allow total removal of the gland without 
damage to laryngeal nerves or parathyroid 
glands. It may permit a more limited and 
precise resection of involved regional lymph 
nodes. 

It is well recognized that in contrast to the 
prevalence of pathologic change interpreted 
as cancer in surgically removed thyroid tissue, 
death from cancer of the thyroid is an un- 
common occurrence. However, Winship,’ as 
a result of his survey of the world literature, 
was able to obtain satisfactory follow-up in- 
formation upon two-thirds of the 334 collected 
cases and was able to report that 56 (17 per 
cent) had died of their disease. In the statisti- 
cal survey of patients with many malignant 
disease processes the physician often becomes 
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aware that after a variable interval the sur- 
viving patients have little likelihood of re- 
currence of their disease. It is important then 
to note Winship’s observation that of 45 pa- 
tients followed for more than ten years, 17 
are known to be living with disease and that 
in this greater than 10 year survival period, 
5 additional patients have died. This is a 
somewhat unusual but important observation. 
It gives support to the impression that the 
papillary tumors, the major histologic type 
in children, are not benign lesions but are 
indolent, seemingly inexorable, cancers in 
many patients.1* To be sure, many of the 
patients with continuing or with lethal disease 
may well have been treated inadequately 
according to our present concept. 


In view of these observations, measures 
which attempt to suppress cellular activity 
alone, even when early response is gratifying 
and dramatic, appear undesirable as definitive 
treatment. The variable requirements of an 
individual in health and disease, during preg- 
nancy and great emotional stress, after acute 
injury and with increasing age, are such that 
escape from such static control must be con- 
sidered highly likely. Anticipation of this 
event should be given first consideration in 
these patients and surgical removal attempted 
upon appropriate individuals. 


Conclusions 


A survey of thyroid disease in children has 
been made from an area in which goiter has 
been considered endemic and the incidence 
compared with that in a nonendemic area. 

The study covers patients seen in the 20 
year period, 1934 to 1954. The number studied 
was 174 and represent 0.12 per cent of the 
total pediatric registrations in the two clinic 
areas. Fifty-one per cent of the patients has 
simple colloid or adolescent goiters. 

Two patients had lymphocytic thyroiditis. 
Attention is called to a possible means of 
differentiating this disease from colloid goiter. 


Ten per cent of the patients had nodular 
goiters. Half cf these were not operated upon 
and none are known to have shown evidence 
of malignant disease. 


Fifty-three patients had thyrotoxicosis. Nine 
of these were treated with antithyroid drugs; 
one required I13! to control her disease, and 
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one patient is hypothyroid and requires sup- 
plemental thyroid. Forty-one patients were 
treated by thyroidectomy. Hypothyroidism is 
somewhat more common in the postoperative 
period of patients who were treated preopera- 
tively with antithyroid medication. 


Carcinoma of the thyroid gland was seen in 
this series only from the goiter endemic area. 
Nine of 12 patients are alive and free of 
disease to date. The 3 youngest patients in 
this group died of the neoplasm. Surgical 
extirpation, followed when necessary by I'*!, 
appears to be a satisfactory and proper treat- 
ment. 
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Discussion (Abstract) 


Dr. Joseph B. Workman, Baltimore, Md. It was 
indeed a pleasure to hear Dr. Buxton’s very interesting 
presentation of two contrasting series of goitrous chil- 
dren, one from an endemic and the other from a non- 
endemic area. There is little I can add, although I do 
have one question and a few remarks. 

It is of interest to learn that all the cases of child- 
hood thyroid carcinoma during the period of study 
reported by Dr. Buxton occurred in the endemic goiter 
area. A recent paper by Winship of Washington, D. C., 
on the subject of childhood thyroid carcinoma, reports 
almost equal distribution between endemic and non- 
endemic areas. Perhaps, if Dr. Buxton’s series were 
larger, a change in distribution might be noted. 

Dr. Buxton omitted one additional cause of goiter in 
childhood, the so-called goitrous cretins. Although not 
a common entity, more and more instances of this ap- 
parently familial condition are being reported. During 
the past two years, we have seen two such cases of 
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hypothyroidism with goiter in youngsters at the Uni- 
versity of Maryland School of Medicine. Patients with 
this defect tend to accumulate large amounts of tracer 
radioactive iodine within the thyroid gland and show 
hyperplasia of epithelial cells, pathologically. The 
cause is thought to be an inborn defect in the synthesis 
of thyroid hormone. 

The question I would like to ask of our speaker is 
concerned with his recommendations for the manage- 
ment of the simple colloid goiter of childhood other 
than surgical therapy? 


1 want to thank Dr. Buxton for his very interesting 
presentation. 


Dr. Buxton (Closing). Wt is usually and generally 
accepted that enlargement of the thyroid gland, par- 
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ticularly in children and adolescents, is a compensatory 
phenomenon. It may be due to any one of the defects 
known to interfere with the production of thyroid 
hormone and its release from the gland; surgical re- 
moval of the gland would be expected only to enhance 
this deficit and to speed up the growth of gland that 
remains after thyroidectomy. From our knowledge at 
the moment goiterogenic influences are inhibited upon 
the administration of exogenous thyroid in doses suffi. 
cient to meet the individual needs. It is logical to ex. 
pect the regression of such an enlarged gland, whether 
diffuse or nodular, upon the administration of thyroid, 
The administration of iodine, where a known defi- 
ciency exists, or the withdrawal of known chemical 
goiterogens is, of course, implied. 
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Persistent Pruritus Vulvae* 


ROBERT N. CREADICK, M.D., Durham, N. C. 


The management of this condition depends in the main on the psychiatric approach. 


ANY STUDY OF ITCHING implies a deep complex 
series of investigations. Many workers have 
attempted to fathom the physiologic and psy- 
chologic relationships of skin sensitivity to 
pain. The sensation of tickling is usually fol- 
lowed by itching and then stinging, or 
prickling. The sensations are transmitted by 
the neural structures which transmit pain 
(Graham).! Zotterman? has suggested that the 
impulses of the posterior column seem to 
suppress the more primitive impulses of the 
anterior lateral column. Bishop,’ using elec- 
trical stimuli, believed that the itch came 
from pain spots rather than the touch area. 
If continuous mild pricking is used, it may 
result in itching, whereas continued stronger 
pricking will produce pain. 

Freud, in 1905, ventured that masochistic 
impulses were predominant, (and this is hard 
to understand) that pain was a necessary ac- 
companiment to the gratification of any in- 
stinct. The explanations of Kepecs and Robin* 
seem to be that there is a terrible mixture 
of opposing feelings in regard to pleasure or 
pain instincts when this is preceded by un- 
integrated feelings. Itching is described as ir- 
ritation “with strong connotations of longing 
and sexual desire,” plus implications of pain. 
To reduce this to oversimplification: If the 
patient's vulvar pruritus is aggravated through 
her husband’s sexual impotence, she may love 
him for the devoted years of marriage and 
the fact that he is a good father to her chil- 
dren, but she is angry with him because of 
his inability to perform the sexual act. She 
may admit masturbation with some relief, but 
also has associated deep feelings of guilt. Now 
comes the monilia! Should this appear in a 
patient with a background of compulsive- 
perfectionistic and depressive feelings, she, 
and perhaps the doctor, will misinterpret this 
as venereal, or filthy, or contagious. From 
then on the pattern is set for increased guilt, 
fear, misunderstanding and definite intensifi- 
cation of the symptoms. 

It is quite obvious to most physicians even 
without the psychoanalytic approach that 


*Read before the Section on Gynecology, Southern Medical 
Association, Fiftieth Annual Meeting, Washington, D. C., 
November 12-15, 1956. 


there are definite erotic and sadistic and 
masochistic associations in a patient who has 
a problem related to sexual spheres. If the 
problem is serious it involves continual mas- 
turbation, flagellation, criminal assault, etc. 
If there is intolerable pruritus in a formerly 
well-balanced patient who seems intelligent 
and cooperative, we try to reduce it to simple 
physiologic explanation. In the case of pruritus 
vulvae, however, the doctor is put to the 
extreme test. The simple fact that the disorder 
persists for longer than six months or a year, 
in our personal opinion, represents an under- 
lying conflict more serious than the external 
symptom would indicate. 


It is dangerous to infer simple conclusions 
from a small series of patients, but we have 
studied 9 patients intensively enough to 
gain a few impressions about the pruritic 
syndrome. A few common denominators per- 
haps can safely be enumerated: The patients 
ranged in age from 24 to 64. Only one was 
unmarried, and all of the others had serious 
marital difficulties. All 9 were a little com- 
pulsive and perfectionistic. All of them were 
mentally quite depressed when they were first 
seen. Two of them had made actual suicidal 
gestures. They seemed to be very intense, 
very detailed in their discussions and expla- 
nations, and all were quite religious except 
one. The course of some of them was followed 
for two years,—in one for eight years. As 
previously suggested,® the initial symptom in 
all of these patients seemed to arise from a 
fungal infection. Other common denominators 
are that these patients seem to have tremen- 
dous difficulty expressing any hostility or re- 
sentment. Also, they seem to be very fastidious 
about themselves, their homes, their clothing 
and their children. Many of them complain 
of the clear discharge of sexual excitement. 
All have some hyperemia of the vulva, per- 
haps progressing to leukoplakia, kraurosis, or 
extreme lichenification.® In a few instances, 
the indiscriminate use of hormones and x-ray 
therapy, plus long duration of the disease, 
might conceivably give impetus to the de- 
velopment of actual squamous cancer of the 
vulva. 
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An interesting sidelight was produced in a 
patient who was found on initial culture to 
have infection with the cryptococcus. Our 
bacteriologist felt she should be treated im- 
mediately with a fungicide. The patient had 
been itching for two years, and had obvious 
psychologic difficulties in need of resolution. 
She was hospitalized, and every effort made 
to control outside interfering factors except 
for our own visits for short-term psycho- 
therapy. This was done through careful iso- 
lation of the patient and as little interruption 
from the physician as possible. In the mean- 
time the vaginal secretion was recultured at 
the end of ten days and reported negative. 
The bacteriologist called us to look through 
the speculum and inspect the vulva, an- 
nouncing aloud that she was now completely 
cleared of discharge and erythema. At this 
point the patient raised her head angrily and 
said, “But I still itch!” The technician was 
then informed that the patient’s most recent 
revelation during psychotherapy concerned 
dreams of intercourse with her dead brother. 
He never again appeared on the ward. An- 
other incident is worth mention. A 64 year 
old spinster expressed mixed feelings of de- 
votion and hate toward her domineering 
mother and her more extroverted sister. Just 
as she gradually became able to express her 
anger and resentment about her mother, the 
latter became acutely ill, and an abdominal 
carcinomatosis was discovered. The wave of 
guilt following this was more difficult to 
handle than the initial symptom. It required 
two years of seeing this patient at intervals, 
with no specific therapy to the vulva, to re- 
habilitate her. She has returned to work and 
has no further pelvic symptoms. 


How practical is this for a gynecologist? 
It is practical in terms of reward in seeing a 
patient get well. It does not require extensive 
training. Recognition of a serious psychiatric 
illness to distinguish it from the depressed 
and obsessed patient is imperative. Beware 
of the patient who seems violently angry 
without cause, who personifies an organ like 
clitoris or vagina or uterus, and who insists 
upon operation for correction of the difficulty. 
Many hysterical patients will submit to opera- 
tion, but the patients mentioned are more 
likely to represent paranoia. Operation in 
this instance has resulted in the patient get- 
ting worse and the doctor getting murdered. 


We feel that initial study of the patient 
by culture is wise. The use of sedation is 
necessary, and a bland ointment or mild 
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hygroscopic powder is useful, as long as the 
patient recognizes it is a temporary crutch 
and not a specific agent, or a solution to the 
whole problem. 
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Discussion (Abstract) 


Dr. Thomas A. Wilson, Washington, D. C. Dr. 
Creadick has spoken in a similar vein on previous 
occasions and the majority who see these patients 
agree with his thesis. Once the patient has obtained 
the insight to accept her disease as a manifestation 
of her emotional problems the struggle begins. On 
the one hand patients are notoriously difficult to 
refer to psychiatric consultants, and on the other, 
we seldom can see these patients ourselves often 
enough, and for sufficiently long interviews to give 
anything resembling adequate psychotherapy. Whether 
real or imagined, the financial deprivation required 
to receive psychotherapy is often a barrier. Some 
patients are so thrown into a panic by the threat 
of a personal appraisal that psychotherapy is re- 
jected at the outset. In our experience the older the 
patient the more fixed is her emotional pattern, and 
these older patients have given us more failures than 
younger women. 


Our »lan of treatment is to concentrate on the 
discovery of possible etiologic agents outside of the 
emotional realm, meanwhile establishing a firm rela- 
tionship with the patient so that she can discuss her 
life situation with some confidence and without loss 
of self-respect. In this initial period of catharsis it 
may be possible to get the patient to a psychiatrist. 
Through her pruritus one girl of 26 was able to get 
psychoanalysis after describing how her father intro- 
duced her to the facts of life at age 18 by having 
sexual intercourse with her on many occasions. An- 
other patient was able to resolve her conflicts con- 
cerning her forthcoming second marriage when she told 
about her mother inducing an abortion “for her own 
good” during her first marriage, which to no one’s 
surprise ended in divorce. For those patients who can 
not accept self-examination, and, who are not im- 
proved on other measures, we plan to use one of the 
oily, long-acting local anesthetics as described by 
Walter Reich and Mitchell Nechtow of Cook County 
Hospital in Chicago. (Reich, W. J., Nechtow, M. J.: 
A Ten Year Study of Treatment and Its Results in 
Intractable Pruritus Vulvae. A Supplementary Report 
of 228 Cases, Am. J. Obst. & Gynec. 69:94, 1955.) Their 
90 per cent cure rate is impressive and we admit that 
after a short trial ten years ago we gave it up, perhaps 
prematurely. We still feel, however, that cure with 
local anesthetics will not in the long view render the 
patient the service she needs; this is ideally provided 
by psychotherapy. 
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Greetings from the 
Woman's Auxiliary to 
SMA 


Birmingham—aA Growing 
Medical Center 


Let Us Build 


The Task Ahead 


Steppingstones to 
the Future 


Thank You—From the 
SMA Staff 


presiding 


Dr. John H. Buchanan 
Birmingham 


Dr. Culpepper 


Mrs. Walker C. Curtis, President- 
Elect, College Park, Ga. 
and 
Mrs. John M. Chenault 
Decatur, Ala. 


Dr. Robert C. Berson, Dean 
Medical College of Alabama 
Birmingham 


Dr. R. L. Sanders, ‘Trustee 
Memphis 


Dr. Lee F. Turlington, Chairman 
Home Building Committee 
Birmingham 


Dr. A. Clayton McCarty 
Chairman of the Council 
Louisville 


Mr. C. P. Loranz, Advisor and 
Professional Relations Counselor 
and Secretary, Home Building 
Finance Committee 


Another Milestone 


The first step in the: actual construction of the Association’s $225,000.00 
headquarters office building took place in Birmingham on August 4, when 
the traditional ground-breaking ceremony was held at the building site. 
Located on a nearly one acre plot at Highland Avenue and Niazuma, the 
modern structure will symbolize an important milestone in the Association's 
second half century of progress. 


President J. P. Culpepper, Jr., Hattiesburg, Mississippi, presided over the 
ceremonies with much feeling and pride. Following the formal program, 
Dr. Culpepper turned the first shovelful of dirt which yielded stubbornly. 
Other officers and the Councilors from most of the seventeen states took 
their turn at the shovel. In the following pages are illustrations which depict 
some of the highlights of the occasion. 


More than one hundred distinguished physicians and friends, along with the 
Association’s officers, attended the event. Honor guests included prominent 
state and local officials, civic leaders, and representatives from the American 
Medical Association and other medical societies. Scores of telegrams con- 
veying congratulations and good wishes were received from national, regional, 
state and local medical societies and from distinguished members and 
friends throughout the nation. 


The credit for the realization of this symbolic building is due no one person 
—rather it is the fulfillment of the single dream of many. Special appreci- 
ation, however, is due those who have had much to do with its fruition: Dr. | 
R. L. Sanders, Memphis, who first proposed the project in 1955 during his 
presidency — Dr. Raymond McKenzie, Baltimore, who presided over the 
Washington sessions when the building was authorized in 1956 — Dr. Cul- 
pepper, who has worked unceasingly during his presidency to get the build- 
ing started and who is serving as Chairman of the Home Building Finance 
Committee — Dr. Lee F. Turlington, Birmingham, Chairman of the Home 
Building Committee and his co-workers, Drs. Harry Lee Claud, Jack C. Norris, 
J. Kelly Stone, Henry H. Turner — and finally, Mr. C. P. Loranz who is serving 
as Secretary to the Home Building Finance Committee and is directing the 
contribution campaign. Already, several thousand dollars have been received 
for the Building Fund. Many thousands more are needed. 


This “Monument to Southern Medicine” will be the first regional medical 
society headquarters in the South—one in keeping with the dignity and 
prestige of a great profession. 


V. O. F. 
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) President Culpepper tells the audience that ‘‘this is a 

and memorable occasion.’ 

eater left) V. O. Foster, Executive Secretary—’’See, Dr. Cul- 
per, I'm a country boy! 


4 ter right) A picture study of prayer. Dr. John H. Buch- 
, Birmingham, delivers the invocation. 


Bottom) President Culpepper turns the first ee while Dr. 
(on rostrum) admonishes—"'Dig, J. P., dig.” 


THIS PAGE 
(Top left) Dr. R. L. Sanders, Memphis, delivers principal ad- 


dress. 


(Top gl Dr. A. Clayton McCarty, Council Chairman, Louisville, 
Ad the blage 


(Bottom left) Dr. Lee F. Turlington, Birmingham, Chairman, 
Home Building Committee—'‘I’ve tried to be a good chairman. “ 
(The results prove it!—Ed.) 


(Bottom right) Mr. C. P. Loranz, neem, “This building 
will represent more than brick and mortar. . . 
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Dr. W. Kelly West, President-Elect, Oklahoma City, gets up 


more dirt than the President. 


Dr. McCarty, ‘Well, that looks like Birmingham slag!" 


Dr. Milford O. Rouse, First Vice-President, Dallas, 


really digs 
as Drs. Fount Richardson, Lee Turlington and Jack Norris adn 
his prowess. 


Mr. Robert F. Butts, Business Manager—'Why didn’t y 
me some?” 
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Let Us Build 


It is a privilege, indeed, for me to be here 
at the ground-breaking ceremony, as a mem- 
ber of the Board of Trustees of the Southern 
Medical Association, and say a few words in 
behalf of my colleagues. This is a mountain- 
peak experience! 

Our Association has just passed the first 
half century since its organization, and it is 
very appropriate that we move into a new 
home as we enter the second half century. Our 
President has just told you that it was my 
privilege to be the first officer of the Associa- 
tion to bring to the attention of the Council 
the proposal to build a permanent home for 
Southern Medical. This was done while | 
was president during the annual meeting in 
Houston, Texas, in November, 1955. The 
Council favorably received the suggestion, and 
from that day to this hour, the matter has 
been uppermost in the minds of many of us. 
This day marks the beginning of the fulfill- 
ment of the dream which many of us have had 
for a long time, and which soon will become 
a reality. 

The Southern Medical Association is inde- 
pendent of all other medical organizations, 
and it has grown to maturity. This building, 
when completed, will symbolize its maturity 
and add greatly to its prestige and efficiency. 
There will be freedom and great latitude for 
the officials and personnel of the organization 
—there will be security in this workshop. 
There will be no concern about increasing 
rent or the necessity of moving to other quar- 
ters at the bidding of a landlord. We shall all 
feel a great sense of pride in the beauty, effi- 


ciency, and location of this home when we 
move into it. Fifty years of progress has out- 
moded our present quarters, and it is almost 
impossible to obtain suitable space at a reason- 
able price elsewhere. 

It is also to be noted that specialized needs 
of our Association headquarters will call for a 
plant designed and arranged for efficiency, 
such an indispensable part of our readiness to 
meet the future. Physicians everywhere appre- 
ciate the value of proper tools and equipment. 
In like manner, our Association will take 
much pride in this new home with its special 
design, arrangement, location, and with ample 
room in our workshop. When completed, it 
will be the first regional medical organization 
in the South to own its building. 

Last but not least—it is only natural that 
men and women reaching maturity wish to be 
married, own their homes, rear their families, 
and prepare for visits from the children and 
grandchildren. The Southern Medical Asso- 
ciation also is reaching its years of maturity, 
and it is now making such preparation for the 
official family, hoping that the membership 
will visit when they can, and later be ready 
for the children and grandchildren of this 
well-known organization. 


The officers and members, numbering ten 
thousand, feel very happy and pleased on this 
occasion, and I am quite sure that you friends 
in Birmingham join us in good wishes as we 
enter the second half of the century since the 
Association was organized in 1906. 


R. L. S. 
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Thank You—From [he SMA Statt 


Representing the employees of the Southern 
Medical Association, I am expressing our keen 
anticipation of a place to work that will make 
it possible for all of us to render even better 
service to the Association than we have been 
able to render with the facilities we have used 
over the years. As I go back to October 1912 
forty-five years ago, when I became associated 
with the Southern Medical Association and 
the Southern Medical Journal in an executive 
capacity, I can appreciate even more than 
these others who have just stood what it will 
mean to have the kind of building that we are 
this day projecting. 

Originally the Association headquarters ol- 
fice was in Mobile. Birmingham being the 
geographical center of the territory from 
which we were drawing our members, it was 
decided to move the headquarters from Mo- 
bile to Birmingham. I opened the headquar- 
ters office of the Southern Medical Association 
in Birmingham in the Empire Building on 
July 15, 1915, forty-two years ago. 

When the Southern Medical Association 
was organized fifty years ago (we celebrated 
our Golden Anniversary last October at Chat- 
tanooga, the birthplace of the Association), 


the founding fathers issued to the medical 
profession “a cordial invitation to join with 
us in making this one of the most influential 
and important bodies of medical men in the 
United States.” The vision of the founding 
fathers fifty years ago has been fully realized, 
for today the Southern Medical Association is 
recognized the world over as one of the most 
influential and important bodies of medical 
men in the United States. So it seems particu- 
larly fitting that in this year, 1957, the begin- 
ning of the second half century, that there 
should be built in the South a home for the 
Southern Medical Association. 

To me, with this forty-five years back- 
ground, this building will represent more than 
brick and mortar. It will represent the con- 
summation of what many have hoped for over 
the years. It will represent a monument to 
Southern medicine, to the fifty years advance 
of medicine in the South in which the South- 
ern Medical has had a large part. It will rep- 
resent the fulfillment of the ideals of the 
founding fathers. I am_ personally deeply 
grateful for having had over the years a small 
part in what today is being consummated. 
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COMPREHENSIVE 
EXAMINATION OF THE 
LARGE BOWEL 


The literature has been replete with statis- 
tical evidence attesting to the importance of 
a thorough examination of the lower bowel. 
Many physicians either fail to accept these 
facts or a great deal of misconception exists 
as to what constitutes an adequate examina- 
tion. Perhaps, rather than misconception as 
to what should be done, there is either neglect, 
lack of time or supposedly inadequate office 
facilities precluding a proper examination. 
Rarely a week passes that those who deal fre- 
quently with disease of the large bowel fail 
to see the tragic result of improper examina- 
tion of the lower bowel. Not only is an ade- 
quate examination necessary but a proper 
sequence of the examining procedures is man- 
datory to avoid complications. In a recent 
editorial in this Journal attention was called 
to the importance of proctoscopy, yet this is 
only one part of a complete, adequate, and 
chronologic examination of the rectum and 
colon. 

Digital examination alone will discover 
many rectal lesions. Also, a high digital ex- 
amination when combined with abdominal 
palpation may be more informative than 
either rectovaginal or vagino-abdominal pal- 
pation. Frequently, lesions in the sigmoid 
can be palpated even when they cannot be 
visualized with the sigmoidoscope and their 
extent determined much more accurately. 
This is really general knowledge, yet, during 
one year of my own residency, nine patients 
with digitally palpable cancer of the rectum 
were admitted with a history of recent opera- 
tions for hemorrhoids. Within the past month 
a patient was seen in consultation with can- 
cer of the rectum which had been discovered 
ten days before during the performance of a 
hemorrhoidectomy. Not only was the opera- 
tion completed at that time, but the patient 
had been given barium orally and obstruction 
supervened following the hemorrhoidectomy. 
Such mistakes are unforgivable yet continue 
to occur. 


Sigmoidoscopy is a relatively simple pro- 


cedure and requires only the usual office 
table, a sigmoidoscope and inexpensive water 
suction. The knee-chest or left lateral posi- 
tion are perfectly acceptable and, for some, 
preferable positions for this examination. It 
is accepted generally that sigmoidoscopy 
should be incorporated as a part of every 
complete physical examination in patients 
over the age of forty. Perhaps the indication 
should be extended since, in a period of two 
years, I saw five patients under the age of 30 
with adenomatous polyps of the rectum. The 
incidence of precancerous adenomas alone 
(4 to 19 per cent, average 10 to 11 per cent) 
makes this examination mandatory for the 
conscientious general practitioner, internist 
or surgeon. Yet, despite the many pleas for 
its use, this procedure has not been accepted 
as a part of a general physical examination 
by many excellent doctors. For example, a 
diplomate of the Board of Internal Medicine 
recently asked me to see a patient in consulta- 
tion who had had bleeding from the rectum 
and a change in bowel habit for one year. 
Just before my examination a barium enema 
had been done and was reported as normal. 
An adequate digital examination palpated 
a lesion at 10 cm., and biopsy revealed it to be 
carcinoma. Subsequently, the patient became 
obstructed from the barium, perforated, re- 
quired a proximal colostomy, and remained 
in the hospital for over two months. This 
patient’s life probably could have been saved 
by a properly executed examination one year 
earlier when a one-stage operation could have 
been performed. 

The internists are not alone in their guilt. 
Within the past year to my knowledge four 
right colectomies have been performed in a 
teaching institution without prior sigmoido- 
scopic examination. I was asked to see one of 
these patients in consultation in the operating 
room when an obstructing carcinoma of the 
rectosigmoid was found several centimeters 
above the peritoneal reflection during lapa- 
rotomy. In another of this group adenomatosis 
existed at the line of resection and there was 
no knowledge as to what existed in the rec- 
tum. The incidence, statistically, of multiple 
malignant lesions of the colon varies rather 
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widely from less than 1 to 4 per cent (the lat- 
ter figure was in a series of approximately 375 
patients). Certainly, this high incidence as 
well as the incidence of adenomas (polyps) 
makes sigmoidoscopy a necessary examination 
prior to any resection of the colon. 

Following sigmoidoscopy the next step in 
a proper examination of the lower bowel is a 
barium enema. This is not a simple exami- 
nation, and even when properly done by 
competent individuals the first examination 
may be unsatisfactory. It is not uncommon 
for the examination to be repeated as many 
as three times and in my experience five ex- 
aminations have been necessary in two in- 
stances to identify a small polyp. Excluding 
the ability of the roentgenologist, the most 
important factor is a thoroughly clean bowel. 
Many physicians are of the opinion that a 
barium enema examination rules out disease 
of the colon and rectum. On the contrary 
the barium enema was not and is not in- 
tended for the diagnosis of rectal lesions. This 
should have been accomplished by digital ex- 
amination and sigmoidoscopy prior to the 
barium enema. In fact, a barium enema 
should not be done without previous sigmoid- 
oscopic examination. Unfortunately, it has 
been possible to establish this ruling only in 
closely controlled hospitals. The barium 
enema with its variable technics is a difficult 
examination and, if one wishes to perform 
this procedure in a competent fashion, spe- 
cial study should be made of the technic and 
adequate roentgenologic equipment, including 
a spot-film device, should be available. The 
disastrous results of giving barium orally in 
the presence of colonic lesions has been 
pointed out. 

Not infrequently the measures which have 
been mentioned do not conclusively rule out 
a lesion in the colon. For example, undiag- 
nosed either persistent or massive hemorrhage 
may require an exploratory laparotomy. Ade- 
quate examination of the colon at that time 
includes not only palpation but direct exami- 
nation of the lumen through multiple open- 
ings (colotomy) with a sigmoidoscope (colos- 
copy). The latter procedure should also be 
carried out when colotomy is performed for 
adenomatous polyps and when resection with 
open end-to-end anastomosis has been per- 
formed for cancer. 

ROBERT J. ROWE, M.D. 
CURTICE ROSSER, M.D. 


SEPTEMBER 1957 


GRADUATE EDUCATION FOR 
GENERAL PRACTICE 


For some years there has been increasing 
discussion of the need to improve the educa- 
tional background of the general practitioner. 
This has involved suggestions as to under- 
graduate education, internships and graduate 
education. Many of these suggestions have not 
been thought out well before they were of- 
fered. That there is need for thinking and 
discussion on the subject is not to be denied, 
and the American Academy of General Prac- 
tice has been in the forefront in urging 
changes for the betterment of general prac- 
tice. Because of these facts the Council on 
Medical Education and Hospitals, of the 
American Medical Association, arranged a 
conference on graduate education for general 
practice held at the 53rd Annual Congress on 
Medical Education and Licensure at Chicago 
in February of this year. Those who are in- 
terested in this subject and who did not have 
the opportunity of listening to the Conference 
should read the papers published in the 
J.A.M.A. (April 27, 1957). Unfortunately, 
the discussions from the floor could not be 
published. 


Though the subject of the Conference was 
graduate education, pertinent comments 
cropped up in several discussions relative to 
undergraduate education. These were of the 
same general content as reviewed on _ these 
pages recently.! 

A former president of the American Acad- 
emy of General Practice, after pointing out 
that about two-thirds of those practicing med- 
icine in this country are either general prac- 
titioners or part-time specialists, made a strong 
plea for two and three residency programs in 
our hospitals. He asked for an emphasis on 
training in medicine, pediatrics, psychiatry, 
minor and traumatic surgery, obstetrics and 
office gynecology. His idea is that in a third 
year the trainee should have a more or less 
elective year with emphasis on a field or fields 
of major interest. 

One of the speakers pointed out certain in- 
teresting trends in medical practice which 
point up the difficulties and even errors in 
trying to solve future problems in present-day 


1. Editorial: The Purpose of The Medical Education, South. 
M. J. 50:118, 1957. 

2. Hildebrand, W. B.: Graduate Training For the General 
Practice of Medicine Today, J.A.M.A. 163:1588, 1957. 
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experiences.* Though figures quoted above 
are true for all practitioners and of all ages, 
one cannot disregard such an analysis as was 
made of the graduates of the class of 1945. (It 
requires a decade for groups to settle into 
their patterns of practice—two or three years 
of graduate training, two years in the Armed 
Services, and about five years of practice.) Of 
the class of 1945, 20 per cent elected general 
practice, and one-third of these had residency 
training in some field. Five per cent elected 
general practice with special attention to a 
special field. The rest of the 1945 graduates, 
nearly 75 per cent, have limited their practice 
to a specialty after complete residency train- 
ing in almost all instances. 

Another interesting trend is the practice of 
medicine in partnerships or groups. A speaker 
quoted figures showing that only 12 per cent 
of the doctors of the class of 1935 practice in 
partnership or in a group, whereas over 35 per 
cent of the class of 1945 engage in such 
practice.* 

If this is true for the class of 1945, can any- 
one predict what the pattern of practice will 
be in 1967, for the class of 1957? These are 
the points that any thoughtful approach to 
residency training in general practice must 
consider. It would be our prediction that 
these trends would become even greater be- 
cause of third party contracts, especially in 
industry, an expansion of medical knowledge 
and technics which a single physician cannot 
encompass in his practice, and a desire of doc- 
tors to share the burdens of a 24 hour day on 
call with a colleague. 

With this background, a discussion of grad- 
uate training in the fields of internal medi- 
cine, surgery, pediatrics, obstetrics and gyne- 
cology, and psychiatry were presented, each 
by a well-known teacher in the particular 
field. 

The surgery questions posed, either in the 
paper or discussion from the floor, involved 
the training needed for emergency, traumatic 
and minor surgery. Relative to elective major 
surgery the essayist* asks that in the contem- 
plation of such an operation the practitioner 
ask himself, “Can I give as good care to this 
patient as is available to him?” This question 


will have increasing pertinence with time be- 
cause of better roads, more rapid transporta- 
tion, the provision of hospital facilities, and 
the growth of groups including trained sur- 
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geons in the smaller cities. The implication 
is that there is no place for training in major 
surgery in a residency program for general 
practice. 

In the field of obstetrics and gynecology, the 
speaker felt the office aspects of the latter 
should be the objective in graduate training.® 
Emphasizing that though much of obstetrics 
is normal, any case may suddenly become an 
emergency and therefore the practitioner 
should be trained to meet the obstetrical 
emergencies. 

From the viewpoint of psychiatry, the 
speaker indicated that much of the manage- 
ment for the ever-present problems of the psy- 
chologic and emotional factors in patients’ 
complaints will be and can best be learned 
from the teachers in the clinical fields.® 

The places of pediatrics and internal medi- 
cine in general practice are so obvious that all 
who discussed these aspects agreed unani- 
mously as to their importance in the graduate 
training of the generalist.7;* Their import- 
ance may best be described in words of one of 
the essayists:* 

“The quintessence of internal medicine is really an 
attitude of mind or way of thinking about people and 
patients. It is by no means unique to internal medi- 
cine. It should be the central theme of all specialties. 
It requires an understanding of the basic principles of 
the scientific aspects of medicine and enough experi- 
ence at solving problems under supervision so that one 
can make proper use of history taking, records, physi- 
cal examination, laboratory procedures, and office 
arrangement, as well as comprehend the socio- 
economic problems, keep up with the new medical 
advertisements, and join in the community as a 
citizen,” 

In this definition of internal medicine we 
have a picture of the ideal family doctor in 
principle or in the abstract. 

If all present trends continue, the pattern 
of practice of the generalist may well be much 
different in ten to twenty years hence. If so, 
what should be the aims of graduate training 


S. Luckey, E. H.: Role of Undergraduate Medical Educa- 
tion in Preparation for Graduate Education, J.A.M.A. 
163:1585, 1957. 

1. Puestow, C. B.: Graduate Education for General Practice 
From the Viewpoint of Surgery, J.A.M.A. 163:1594, 1957. 

5. Randall, L. M.: Graduate Education for General Practice 
From View of Obstetrics and Gynecology, J.A.M.A. 
163:1598, 1957. 

6. Kaufman, M. R.: Graduate Education For General Prac- 
tice From the Viewpoint of Psychiatry, J.A.M.A. 163:1600, 
1957. 

7. Bean, W. B.: Graduate Education For General Practice 
From the Viewpoint of Internal Medicine, J.A.M.A. 
163:1592, 1957. 

8. Barba, P. S.: Graduate Education For General Practice 
From the Viewpoint of Pediatrics, J.A.M.A. 163:1596, 
1957. 
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for general practice? One has a feeling it will 
be oriented more and more to internal medi- 
cine and pediatrics, with obstetrics being 
given a definite place in the training. Surgery 
in such graduate training will be only in terms 
of traumatic, minor and emergency surgery. 


SEPTEMBER 1957 


In any event one of the most important points 
made in this Conference is that the planning 
of graduate education for the general practi- 
tioner must be planned for the general prac- 
titioner or family doctor of the future and not 
in terms of the present. 


Artificial Fever in Intractable Asthma* 


“It has been observed repeatedly in the past that 
acute infections with fever exert a beneficial influ- 
ence on chronic diseases, such as malignant condi- 
tions, dementia paralytica and others. We were espe- 
cially interested in the observation that in chronic 
asthma and other allergic diseases the advent of an 
intercurrent infection, such as scarlet fever, pneu- 
monia or an abscess, usually resulted in a temporary 
improvement or remission. This has been observed 
by others and is rather common knowledge among 
those who treat patients with allergic diseases. 


“It occurred to one of us... that the production of 
fever by artificial means might be of benefit in the 
treatment of chronic asthma and other allergic con- 
ditions. We were aware, of course, that there were a 
number of methods in use for the production of non- 
specific therapy usually accompanied by febrile re- 
actions. The intravenous injections of typhoid vaccine, 
intramuscular injections of milk and other proteins, 
injections of sulphur, use of malarial bleod and 
similar methods were all given consideration and _ re- 
jected. We felt that they were dangerous, especially 
in allergic patients, and that the duration and height 
of fever and the undesirable reactions were uncon- 
trollable. 


“At that time we were not sure whether the fever 
itself was the active agent or whether the actual 
infection or the shock produced was responsible for 
the beneficial effect. In dealing with allergic patients 
we were especially anxious to evolve a method not en- 
tailing the use of foreign proteins. We were there- 
fore led to the consideration of attempting to produce 
fever by physical means... . 


“We finally adopted the method of raising the body 
temperature by a high frequency current. . . . 

“All of the patients selected for treatment were 
those who had failed to respond to all the usual 


*Feinberg, S. M., Strafford, L. O., and Steinberg, M. J.: 
Sustained Artificial Fever in the Treatment of Intractable 
Asthma. Physiologic and Therapeutic Considerations, J.A.M.A. 
99:801, 1932. 


methods, and most of them had been under our care 
for from a few months to several years. They were 
all suffering with chronic asthma, one or more at- 
tacks occurring daily, and the majority of the attacks 
were severe. About 70 per cent had one or more 
complicating pulmonary conditions, such as em- 
physema, marked bronchitis and peribronchitis and 
bronchiectasis. . . . 

“There are many possibilities which might be 
considered as an explanation of relief of asthma by 
fever treatment. It has been claimed that asthma 
(and other allergic conditions) is a state of potential 
alkalosis and that anything which increases the acidity 
will relieve the asthma... . 


“It has been suggested that the curative value of 
fever and inflammation from nonspecific agents owes 
its origin to split protein products and not to the 


“The well known effects of heat and fever on the 
vascular bed and consequent improved conditions 
for absorption of inflammatory and waste materials 
may be offered as an explanation for the results of 
fever treatment in asthma... . 

“Another suggestion for a possible mechanism for 
this effect lies in the work of von Euler, who found in 
the blood of patients with fever some substance 
having the properties of epinephrine. The effect of 
fever on the reticuloendothelial system also requires 
consideration. 


“This report concerns a group of forty-two patients 
with intractable asthma, 70 per cent of whom had 
complications such as emphysema, chronic bronchitis 
or bronchiectasis, and all of whom had been un- 
relieved by the usual methods of treatment. . . . Of 
thirty-five of those in whom the results have been as- 
certained, 51 per cent had a complete remission vary- 
ing from several days to nine and one-half months, 
and 29 per cent had improvement without remis- 
sion. ... 


“In conclusion, we may definitely state that in 
fever therapy we have found a method of obtaining 
relief in some cases of intractable asthma in which all 
other methods had heretofore failed.” 
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DR. DAVISON HONORED 


The Southern Medical Association recently 
honored Dr. Hal Davison with an Honorary 
Life Membership. The presentation was made 
at a recent monthly meeting of the Fulton 
County Medical Society on the 11th of July, 
in Atlanta, Georgia. 


Dr. Jack C. Norris, Councilor from Geor- 
gia, acting in behalf of the Association, pre- 
sented the Membership Citation, calling at- 
tention to Dr. Davison’s accomplishments and 
his leadership in Southern Medical Associa- 
tion for 33 years, during which time he con- 
tributed several scientific papers, established 
the section on Allergy, was the first Chair- 
man of this important group; and promoted 
other numerous activities in the South, where 
he is widely known and highly respected as a 
leading internist. 

Mr. V. O. Foster, the Executive Secretary of 
the Southern Medical Association, in his au- 
thorizing letter to Dr. Norris, referred to Dr. 
Davison as “having one of the most outstand- 
ing records of membership in the Southern 
Medical Association.” 

At the completion of the ceremony Dr. Da- 
vison made a very humble and _ pleasant 
speech of acceptance, including in his re- 
marks some references to his philosophical 
outlook on life, expressed deep affection and 
abiding faith in his profession and high re- 
gard, love and appreciation for his colleagues. 
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Dr. Cathcart, President of the Fulton Coun- 
ty Medical Society, closed the program by pay- 
ing a fine personal compliment to Dr. Davison. 


Dr. Jack C. Norris (right) presents Honorary Membership 
to Dr. Hal Davison (left). 


ALABAMA 


Dr. J. Garber Galbraith, Birmingham, has been ap- 
pointed a member of the Council of the Southern 
Medical Association from Alabama for a regular term 
of five years which will begin at the close of the Miami 
Beach meeting in November, the appointment having 
been made by the President-elect, Dr. W. Kelly West, 
Oklahoma City, Oklahoma. Dr. Galbraith succeeds Dr. 
Lee F. Turlington, Birmingham, whose term expires 
with the close of the Miami Beach meeting and who 
having served the Constitutional limit is not eligible 
for reappointment. 


The Annual Scientific Meeting of the Alabama 
Surgical Section of the International College of 
Surgeons, will be held on October 30 and 31, 1957, in 


the Out-Patient Department Auditorium of the Med- 
ical Center in Birmingham. 


ARKANSAS 


Dr. Ray Fulmer, Little Rock, was elected president 
of the Arkansas Dermatological Society for the coming 
year. Other officers include Dr. E. P. Cope, Little Rock, 
vice-president; Dr. Calvin Dillaha, Little Rock, secre- 
tary; and Dr. D. W. Goldstein, Fort Smith, as program 
chairman. 


Dr. John W. Dorman was recently appointed as a 
member of the Board of Directors of the First National 
Bank of Springdale. 

Dr. Jeff Blackwood, Larado, and Dr. Walter Black: 
wood, Rector, were recently honored when “Blackwood 
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Day’ was observed at the Southern Baptist College 
in Walnut Ridge for their more than 40 years of 
service to patients in that area. 

Dr. Jeff Banks was recently named head of the De- 
partment of Gross Anatomy at the University of 
Arkansas School of Medicine. 

Dr. W. E. Morris was recently elected chairman of 
the Greater Litthke Rock Community Council. 

Dr. J. H. Hellums, Dumas, was recently elected to 
a fellowship in the International College of Surgeons. 

Dr. L. T. Evans, Batesville, was recently given an 
honorary membership to the Southern Medical As- 
sociation upon his retirement. 

Dr. Paul L. Mahoney, Little Rock, was recently 
chosen president-elect of the American Otorhinologic 
Society for Plastic Surgery, Inc. 


FLORIDA 


Dr. M. Murray Schechter was recently certified by 
the American Board of Internal Medicine and has 
also been admitted to membership in the American 
Federation for Clinical Research. 


Dr. Albert J. Ehlert was recently extended active 
membership in the Harvey Cushing Society. 

Dr. Murry Sims was recently certified by the Amer- 
ican Board of Surgeons. 


Dr. DeWitt C. Daughtry was recently elected presi- 
dent of the Florida TB and Health Association. He 
has also been appointed a director-at-large of the 
National TB and Health Association. 

Dr. C. Ashley Bird, Jacksonville, was recently certi- 
fied a diplomat by the American Board of Neurological 
Surgeons. 

Dr. Ralph W. Jack, Miami, was recently elected 
president of the Continental Gynecologic Society. 

Dr. Alvyn W. White, Pensacola, was recently elected 
president of the newly organized Escambia Pediatric 
Society. Other officers include Dr. Joseph L. Rubel 
as vice-president and Dr. Reed Bell as  secretary- 
treasurer. 

Dr. Meyer B. Marks, Miami Beach, was recently 
certified in pediatric allergy by the American Board 
of Pediatrics. 

Dr. J. Ernest Ayre, Miami, was recently elected presi- 
dent of the Pan American Cancer Cytology Society. 


GEORGIA 


Dr. Morgan Raiford was recently elected as an asso- 
ciate in the American College of Physicians. 

Dr. Marion C. Pruitt, 72, passed away at his home 
on July 16. Dr. Pruitt was an active member of the 
Southern Medical Association. He served as Chairman 
of the Section on Proctology in 1937-38; a member of 
the Council of Georgia in 1940 and served as Chairman 
of the Council for Georgia in 1944; he served as Gen- 
eral Chairman for the Atlanta Meeting in 1953. 

Dr. Edwin C. Shepher, Savannah, was recently elect- 


ed to fellowship in the American Academy of Pedi- 
atrics. 


Dr. W. G. Elliott, Cuthbert, was recently made a 
fellow of the American College of Chest Physicians. 


Dr. J. F. Hackney, Atlanta, was recently named 
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president-elect of the Georgia Public Health Associa- 
tion. 

Dr. John R. Lewis, Jr., Atlanta, was recently elected 
first vice-president of the Atlanta Writers Club. 

Dr. F. Levering Neely, Atlanta, was recently elected 
president of the Georgia Chapter of the American 
College of Chest Physicians. Other officers include Dr. 
James L. Alexander, Savannah, as vice-president; and 
Dr. M. Bedfod Davis, Jr., Atlanta, as secretary- 
treasurer. 

Dr. Walter G. Crawley, Marietta, was recently named 
president-elect of the Georgia Pediatric Society. 

Dr. J. B. Oliphant, Adel, was recently named Cook 
County’s “Citizen of the Year.” 

Dr. C. R. Youmans, Hazlehurst, was recently elected 
president of the Kiwanis Club. 

Dr. Lester L. Bowles, Augusta, recently received an 
alumni citation from Franklin College during the 
Alumni Day celebrations. 

Dr. J. Robert Rinker, Augusta, recently received the 
annual award of the Southeastern Section of the Amer- 
ican Urological Association. 

Dr. William A. Wilkes, Augusta, was recently elected 
to fellowship in the American Academy of Pediatrics. 


KENTUCKY 


Dr. Carl Cooper, Jr., Bedford, was recently elected 
president of the Seventh Councilor District. Other 
officers include: Dr. O. A. Cull, Owenton, as vice- 
president; and Dr. Robert L. Houston, Jr., Eminence, 
as secretary-treasurer. 

Dr. R. Glen Spurling, Louisville, was recently 
awarded the honorary degree of Doctor of Science by 
the University of Missouri. 

Dr. Legita Berzina has recently assumed the duties 
of health officer for Christian and Trigg Counties. 

Dr. Selby Love was recently elected president of the 
Louisville Pediatric Society. Other officers include Dr. 
E. Paul Scott as president-elect and Dr. Patrick Hess, 
as secretary. 

Dr. Milton M. Green was recently appointed super- 
intendent of the Western State Hospital, Hopkinsville. 


LOUISIANA 


Newly elected officers of the Radiological Society 
of Louisiana are Dr. M. Ragan Green, Ruston, presi- 
dent; Dr. J. T. Brierre, New Orleans, vice-president; 
and Dr. Seymour Ochsner, New Orleans, as secretary- 
treasurer. 

Dr. Harold G. Tabb, New Orleans, was the first 
recipient of the Harris P. Mosher award given by the 
American Laryngological, Rhinological and Otological 
Society for submitting the best thesis in fulfillment 
of requirements for admission into the society. 

The New Orleans Graduate Medical Assembly has 
elected the following officers for 1957-58. They are 
Dr. Charles L. Brown, president; Dr. J. O. Weilbaecher, 
Jr., president-elect; Dr. Max M. Green, first vice- 
president; Dr. Joseph N. Ane, second vice-president; 
Dr. M. M. Hattaway, third vice-president; Dr. Maurice 
E. St. Martin, secretary; and Dr. Ralph M. Hartwell, 
as treasurer. 
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MISSISSIPPI 


Dr. Thomas J. Brooks, Jr., professor of preventive 
medicine and chairman of the department, has been 
appointed an assistant dean at the University of Missis- 
sippi Medical Center in Jackson. 

Drs. H. William Gillen and Gilbert R. Gredler have 
recently become assistant professors in the psychiatry 
department of the University of Mississippi Medical 
Center. 

Dr. Frederic C. McDuffie has recently assumed his 
duties as assistant professor of medicine at the Uni- 
versity of Mississippi Medical Center. 

Dr. William A. Neely. who recently completed his 
residency in surgery at the University Hospital, is 
now an instructor in surgery on the school of medicine 
faculty. 


NORTH CAROLINA 


Dr. Lloyd Yonce has been appointed assistant pro- 
fessor in the department of physiology of the Uni- 
versity of North Carolina School of Medicine. 

Dr. Edwin P. Hiatt of the University of North Caro- 
lina School of Medicine, has accepted a research posi- 
tion as a Civilian with the United States Air Force. 

Dr. John H. Ferguson, head of the physiology de- 
partment of the University of North Carolina School 
of Medicine, has been awarded the Doctor of Science 
degree by his alma mater, the University of Cape 
Town. 


Dr. James C. Andrews, professor of biochemistry 
and nutrition, was recently honored by the faculty at 
the University of North Carolina School of Medicine 
and presented a silver pitcher by his colleagues. 


Dr. C. Hege Kapp, Winston-Salem, recently received 
his certificate of fellowship in the American College 
of Chest Physicians. 


SOUTH CAROLINA 


Dr. William Klauber was recently elected president 
of the South Carolina Radiological Society. Other of- 
ficers include Dr. Samuel Fisher, vice-president and 
Dr. Wayne Reeser, as secretary-treasurer. 

Dr. C. E. Ballard was recently nominated president- 
elect of the South Carolina Public Health Association. 

Dr. W. C. Herbert, Jr., was recently elected chair- 
man of the Executive Committee of the Medical Staff 
of Spartanburg General Hospital. Other officers in- 
clude Dr. Charles B. Hanna, vice-chairman and Dr. 
Francis P. Champion as secretary. 

Dr. W. M. Waters III, Florence, recently accepted a 
position at Anderson Memorial Hospital as assistant 
to Dr. J. W. McMeans, pathologist. 

Dr. J. A. Siegling was recently elected vice-president 
of the South Carolina Blue Shield Plan. 


TENNESSEE 


Dr. Horace T. Lavely, Jr., recently announced the 
opening of his office for the practice of surgery and 
gynecology at 315 Medical Arts Building, 1211 2lIst 
Avenue, South, Nashville 2, Tennessee. 


Drs. George K. Carpenter, S. Benjamin Fowler, Don 
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L. Eyler, and Thomas F. Parrish, take pleasure in an- 
nouncing the association of Dr. Charles M. Hamilton, 
in the practice of orthopaedic surgery. 


Dr. Ambrose M. Langa, announces the opening of 
his office for the practice of Surgery at 209 West 8th 
Street, Columbia, Tennessee. Telephone EVergreen 
8-8566. 

Dr. Arthur L. Schipper, a former Notre Dame 
biologist, was recently made an assistant in the Uni- 
versity Relations Division of the Oak Ridge Institute 
of Nuclear Studies. 


Dr. D. F. Crowe has recently become a member of 
the staff of the Henry County General Hospital in 
Paris, in charge of the department of radiology. 


Dr. C. H. Glover, Memphis, was recently elected 
chief of staff of the Memphis Ear, Eye, Nose & Throat 
Hospital. Other officers include Dr. Thomas M. Jack- 
son, Memphis, as vice-chief of staff and Dr. Fred C. 
Wallace as secretary. 


Dr. George E. Spangler, Humboldt, was recently 
elected president of the St. Mary’s Hospital staff. 
Other officers include Dr. Edward C. Barker, Trenton, 
as vice-president and Dr. Charles W. Davis, Humboldt, 
as secretary. 


Dr. W. N. Cook, Columbia, was recently awarded a 
scholarship for a full academic year of study at Har- 
vard University. 

Dr. Rollin A. Daniel, Jr., Nashville, was recently 
elected a director of the Vanderbilt University Alumni 
Association. 

Dr. Albert S. Easley, Chattanooga, was recently 
elected secretary of the Board of Governors of the 
American Diabetes Association. 


Dr. W. G. Rhea, Paris, was recently elected presi- 
dent of the West Tennessee Medical and Surgical As- 
sociation. 

Dr. W. W. Tribby, Memphis, was recently elected 
president of the Memphis Lions Club. 

Dr. Curtis P. McCammon, Wartburg, was recently 
named head of the Industrial Hygiene Division of 
the State Health Department. 

Dr. P. J. Flippin, Decherd, was recently named 
medical branch manager with ARO, Inc., at Tulla- 
homa. 

Dr. Philip Livingston, Chattanooga, was _ recently 
installed as a fellow in the American College of 
Cardiology. 

Dr. Clarence H. Farrar was recently elected Mayor 
of Manchester. 

Dr. Cecil E. Newell, Chattanooga, was recently 
elected president of the Association of Surgeons of 
the Southern Railway System. Other officers include 
Dr. Battle Malone, II, Memphis, as first vice-president 
and Dr. J. Marsh Frere, Sr., Chattanooga, as secretary- 

Drs. T. R. Bowers and Fred Vance, Jr., Bristol, was 
recently named co-chairmen of the Bristol unit of the 
Crippled Children’s Society. 

Dr. Richard Bucher, Elizabethton, has recently 
joined the staff of the medical clinic. 

Dr. J. C. Armstrong, Waverly, was recently elected 
Mayor of that city. 


Dr. M. A. Blanton, Jr., Union City, was recently 
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appointed to the University of Tennessee Athletic 
Council. 

Dr. Robert W. Quinn, Nashville, was recently in- 
stalled as president of the Middle Tennessee Heart 
Association. 
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Dr. J. Madison Dill, Murfreesboro, was recently 
elected a member of the Board of Directors of the 
Middle Tennessee Heart Association. 


Continued on page 58 


Manual of Radiation Therapy. By K. Wilhelm Stenstrom, 
Ph.D., Revised with Additions and Discussions by Paul C 
Olfelt, M.D., Clinical Instructor in Radiology, and Frances 
Conklin, M.D., both of University of Minnesota Medical 
School. 90 pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1957. Price $4.50. 


The Investigation of Death. By Donald Karl Merkeley, M.D. 
A Monograph in The Police Science Series. 132 pages. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1957. Price 
$4.50. 


Diseases of the Nose, Throat and Ear. By Howard C. Ballenger, 
M.D., Professor Emeritus of the Department of Otolaryngology, 
Northwestern University Medical School, and John J. Ballenger, 
M.D., Associate in the Department of Otolaryngology, North- 
western University Medical School, Chicago. Tenth Edition, 959 
pages, 550 illustrations. Philadelphia: Lea & Febiger, 1957. 
Price $17.50. 


The Principles and Methods of Physical Diagnosis. By Simon 
S. Leopold, M.D., Professor of Clinical Medicine, University of 
Pennsylvania School of Medicine. 509 pages. Philadelphia: 
W. B. Saunders Company, 1957. Price $9.00. 


Medical Services for Rural Areas. By William A. Massie, For- 
mer Field Secretary of The Tennessee Medical Foundation. 
68 pages. Cambridge, Mass.: Harvard University Press for the 
Commonwealth Fund, 1957. Price $1.25. 


Clinical Electrocardiography. By Manuel Gardberg, M.D., 
Clinical Associate Professor of Medicine, Louisiana State Uni- 
versity School of Medicine. 307 pages. New York: Paul B. 
Hoeber, Inc., 1957. Price $12.75. 


Blood and Bone Marrow Patterns. By G. D. Talbott, M.D., 
Elmer R. Hunsicker, B.S., and Jonah Li, M.D. 59° pages. 
New York: Grune & Stratton, 1957. Price $12.00. 


Cold Injury. Transactions of Fourth Conference, 1955, Prince- 
ton, N. J. Edited by M. Irene Ferrer, M.D., Assistant Profes- 
sor of Clinical Medicine, Columbia University College of Physi- 
cians and Surgeons. 348 pages. New York: Josiah Macy, Jr. 
Foundation, 1956. Price $5.95. 


The Riddle of Stuttering. By C. S. Bluemel, M.D. 139 pages. 
Danville, Illinois: The Interstate Publishing Co., 1957. Price 
$3.50, or paper bound ($1.50). 


Spinal Cord Compression. By 1. M. Tarlov, M.D., Professor 
of Neurology and Neurosurgery, New York Medical College. 
139 pages. Springfield, Illinois: Charles C. Thomas, Publisher, 
1957. Price $7.50. 


Principles of Urology. By Meredith F. Campbell, M.D., 

Emeritus Professor of Urology, New York University. 592 

Ste Philadelphia: W. B. Saunders Company, 1957. Price 
50. 


Liver, Biliary Tract and Pancreas. Part III of Volume 3. 
Digestive System, The Ciba Collection of Medical Illustrations. 
By Frank H. Netter, M.D. 149 pages. Summit, New Jersey: 
Ciba, 1957. Price $10.50. 


Guide to Medical Writing. A Practical Manual for Physicians, 
Dentists, Nurses, Pharmacists. By Henry A. Davidson, M.D., 


Editor Journal of the Medical Society of New Jersey. 330 pages, 
New York: The Ronald Press Company, 1957. Price $5.00. 


Optics, The Science of Vision. By Vasco Ronchi, Director of 
the National Institute of Optics, Arcetri, Italy, Translated by 
Edward Rosen. 353 pages. New York: New York University 
Press, 1957. Price $10.00. 


Meat Hygiene. World Health Organization Monograph Series 
No. 33. 527 pages, 106 illustrations. New York: Columbia 
University Press, 1957. Price $10.00. 


Brain Mechanisms and Drug Action. A Symposium, Fourth 
Annual Scientific Meeting of the Houston Neurological Society. 
Edited by William S. Fields, Professor of Neurology, Baylor 
University College of Medicine. 147 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1957. Price $4.25. 


Gynecologic Therapy. By William Bickers, M.D., Attending 
Gynecologist to Richmond Memorial, Retreat for the Sick, etc. 
149 pages. Springfield, Illinois: Charles C. Thomas, Publisher, 
1957. Price $4.25. 


Halsted of Johns Hopkins. The Man and His Men. By 
Samuel James Crowe, M.D., Professor Emeritus of Laryngology 
and Otology, the Johns Hopkins University. 247 pages. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1957. Price $5.00. 


The Fight for Fluoridation. By Donald R. McNeil. 236 
pages. New York: Oxford University Press, 1957. Price $5.00. 


The American Fluoridation Experiment. By F. B. Exner, 
M.D., and G. L. Waldbott, M.D. 264 pages. New York: The 
Devin-Adair Company, 1957. Price $3.75. 


Current Therapy, 1957. Edited by Howard F. Conn, M.D. 
690 pages. Philadelphia: W. B. Saunders Company, 1957. 
Price $11.00. 


Fundamentals of Clinical Neurophysiology. By Paul O. Chat- 
field, M.D., Formerly Assistant Professor of Physiology, 
Harvard Medical School. 358 pages. Springfield, Illinois: 
Charles C. Thomas, Publisher, 1957. Price $8.50. 


Connective Tissue in Health and Disease. Edited by G. Asboe- 
Hansen, M.D., University Institute of Medical Anatomy, 
Copenhagen. 321 pages. New York: Philosophical Library, 
1957. Price $15.00. 


Oral Histology and Embryology. Edited by Balint J. Orban, 
Loyola University School of Dentistry, Chicago. Fourth Edi- 
tion, 364 pages, 269 illustrations. St. Louis: The C. V. Mosby 
Company, 1957. Price $9.00. 


The Early Detection and Prevention of Disease. Edited bv 
John P. Hubbard, M.D., George S. Pepper Professor of Public 
Health and Preventive Medicine, University of Pennsylvania 
School of Medicine. 343 pages. New York: The Blakiston 
Division, McGraw-Hill Book Company, Inc., 1957. Price $7.50. 


The Year Book of Drug Therapy. (1956-57 Series) Edited by 
Harry Beckman, M.D., Department of Pharmacology, Mar- 
quette University Schools of Medicine and Dentistry. 476 
pages. Chicago: The Year Book Publishers, Inc., 1957. 
Price $6.75. 
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Psychopathology of Children with 
Organic Brain Disorders 


By Lauretta Bender, M.D., Professor of Clinical 
Psychiatry, New York University College of Medi- 
cine. 144 pages. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1956. Price $5.50. 


This monograph represents the fourth in the Belle- 
vue Studies of Child Psychiatry. In addition to Dr. 
Bender, other contributors include A. A. Fabian, 
A, A. Silver, and H. Caplan. However, the influence 
of Dr. Paul Schilder is dominant throughout the 
entire content. Although virtually all the material 
has been published previously in psychiatric journals, 
this monograph does not represent simply a reprint 
of previously published articles but is enhanced by 
the addition of follow-up reports and supplementary 
cases. The first chapter deals with motor development 
and the emotional problems allied with normal motor 
development. It is the opinion of the author that 
lesions of specialized areas in the central nervous 
system which are concerned with specific phases of 
motility lead to clearly delineated psychopathologic 
states with characteristic emotional and behavior prob- 
lems. It is stated that in extensive psychoanalyses of 
anxiety neuroses recollections of experiences of inse- 
curity of equilibrium from earliest childhood are 
found. Although it is the author’s feeling that un- 
solved motor problems concerning the security of 
equilibrium may be one of the factors in the later 
development of anxiety neuroses, it would seem that 
this is a retrospective viewpoint, and that there are 
many individuals who display the same motor prob- 
lems during infancy and childhood who certainly do 
not develop deep-seated psychoneuroses. The second 
chapter is concerned with the specific psychologic dis- 
turbances that follow cerebellar damage. The psycho- 
physiologic interrelations of children with cerebellar 
dysfunction is related by the author to “psychosexual 
clinging” rather than purely to the motor sphere. The 
third chapter is a continuation of the psychiatric 
problems of children with organic brain disorders and 
discusses the problem of hyperkinetic behavior which 
is so common in postencephalitic syndromes. It is felt 
that this type of hyperkinesis is due to a lesion either 
of the striopallidal system or of the substantia nigra. 
However, the authors feel that the excessive motility 
determines specific psychic content. For instance, it is 
felt that naughtiness and aggressiveness, two of the 
leading problems encountered in child guidance, may 
be fundamentally due to the hyperkinesis. The second 
portion of this chapter is concerned with the psychiat- 
tic aspects of chronic neurological disease. The out- 
standing role played by personality factors in chronic 
disease is stressed. However, most pediatricians would 
not agree with the statement that mental deficiency 
as such offers a minor problem as long as it is not 
combined with changes in the emotional sphere and 
the sphere of impulses. In addition, the experience 
of other investigators does not agree with the concept 
that intellectual defects are uncommon in patients 
who have suffered epidemic encephalitis. The re- 


semblance of the personality pattern of children with 
organic brain disease and of individuals with manic 
depressive psychosis is pointed out. Because of the 
rarity of the latter in childhood, particularly when 
compared to the incidence of schizophrenia, it is felt 
that most of these children with this emotional pat- 
cern represent examples of organic brain disease. 
The fourth chapter deals with the personality prob- 
lems of the child with a head injury. The follow-up 
study indicated the prognosis in these patients does 
not depend mainly on the degree of brain damage but 
is influenced greatly by the pretraumatic personality, 
the psychopathology existing in the family, educational 
problems, and finally, social and environmental situa- 
tions. The fifth chapter is concerned with the dis- 
turbances of the body image of the brain damaged 
child by problems of equilibrium, perceptual and in- 
tergrative difficulties of any type, and by social in- 
adequacies. It is stressed that the underlying physical 
disability may often go unrecognized, but is neverthe- 
less very real and should be taken into consideration 
in the total management of this aspect of the child’s 
problem. The final chapter is a summary of the psy- 
chologic problems and their management in the brain 
damaged child. The monograph is liberally illustrated 
with case histories demonstrating the author’s ideas 
with regard to psychologic mechanisms, outlook, and 
therapeutic approach. There are also several excellent 
illustrations of drawings made by the patients, par- 
ticularly in the chapter concerned with disturbances 
of body image. There is a real need for a monograph 
treating the psychologic problems of children with 
organic central nervous system disease. It certainly con- 
tains useful data for the neurologist, psychiatrist and 
psychologist concerned with the evaluation of the 
child with organic brain damage. In the reviewer's 
opinion, however, this book does not fulfill this need 
for the pediatric physician primarily due to the ex- 
tensive psychologic terminology and orientation. 


Mysterious Waters to Guard 
(Essays and Addresses on Anaesthesia) 


By Wesley Bourne, M.D., C.M., M.Sc., F.R.C.P., 
F.LC.A., D.A., F.A.C.A., F.F., A.R.C.S. Professor 
Emeritus of Anesthesia, McGill University. 327 
pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1955. Price $8.50. 

Dr. Bourne says in his preface “. . . well may we be 
sure that the wonders occurring in and around the 
living cell will not soon be entirely solved. Within 
and around the cell the mysterious waters tell their 
ineffable tale but slowly . . . it seems wise that these 
waters be guarded, so perhaps to influence their ripple 
or even surging sea...” This is an explanation of the 


title chosen for this book of collected essays and 
addresses which cover a period of twenty-seven years 
from 1925 to 1952. The author was a pioneer in the 
field of anesthesia and many of his concepts and 
discoveries have been influential in the development 
of modern anesthesia. Dr. Bourne is a remarkable 
scholar whose wide knowledge of many subjects has 
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given him a philosophy that cannot fail to have an 
effect on those who read his works. The essays are 
of a general nature and statistical analyses and experi- 
mental methods are infrequent. However, Dr. Bourne 
has emphasized the art of anesthesia by his astute 
observations and his interpretations. Rather than for 
its actual scientific value, this book is important in 
that it covers a wide field of anesthesia over a long 
period of time. The scientific curiosity and philosophi- 
cal insight of Dr. Wesley Bourne have been the in- 
spiration of many of his contemporaries as well as 
many who have followed his path. After reading this 
book, one feels that he has become acquainted with a 
remarkable physician and has prospered from having 
known him. 


Controlled Hypotension in Anesthesia and Surgery 


By David M. Little, Jr., M.D., Department of Anes- 
thesiology, Hartford Hospital. 135 pages. American 
Lecture Series. Springfield, Illinois: Charles C. 
Thomas, Publisher, 1956. Price $4.50. 


This book deals comprehensively with the subject of 
hypotensive anesthesia in a well-organized, orderly 
manner. It begins with a discussion of the causes of 
bleeding, covers the various methods available for its 
control, the physiologic considerations, pathologic con- 
siderations and complications of these methods, and is 
completed with a discussion of the contraindications 
and indications for various technics of producing 
hypotension artificially. In this work the author has 
integrated the results of exhaustive writing upon this 
subject into one short volume giving an unbiased 
presentation of the current status of hypotensive 
methods. Nearly 28,000 cases are reviewed and over 
500 references are given. The monograph is well writ- 
ten, extremely easy to read and is obviously the result 
of much research carefully and honestly evaluated. 
Although complete in scope, it is not intended to be 
a panacea for those interested in the subject as it 
brings forth for discussion many questions that yet 
remain unanswered, and allocates controlled hypoten- 
sion to the status that it should rightfully occupy today. 
The author has handled this controversial problem 
with a remarkable degree of perspicacity. It is an 
excellent summary for those familiar with the current 
literature on the subject and equally as valuable for 
anyone wishing to begin its study. This book should 
be highly recommended to all surgeons and anes- 
thesiologists. 


Progress in Radiobiology 


Proceedings of the Fourth International Conference 

on Radiobiology held in Cambridge on August 14 

to 17, 1955. Edited by Joseph S. Mitchell, Barbara 

E. Holmes and Cyril L. Smith, Department of the 

Radiotherapeutics, University of Cambridge. 550 

pages. Springfield, Illinois: Charles C. Thomas, Pub- 

lisher, 1956. Price $12.75. 

The preface to this volume expresses the central 
themes around which the papers given at this Con- 
ference revolved: “The characteristic themes developed 
were the importance of human data and the need for 
continued study of the fundamental basis of the bio- 
logic action of radiations on living cells without con- 
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cern for possible practical applications.” In develop- 
ment of these policies the papers were divided into 
the following sections: Section I—Effects of Radiation 
Upon Metabolism and Enzymes; Il—Effects of Radia- 
tions Upon Substances of Biological Interest; [1I— 
Radiation Physics and Relative Biological Efficiency; 
IV—Radiation Genetics; V—Mechanism of Chemical 
Protection; VI—Relevant Studies of Spleen, Bone Mar- 
row, and Blood; VII—Oxygen Effects; VIII—Special 
Subjects (e.g., x-irradiation and functional processes 
in the central nervous system); IX—Radiobiology of 
Bone; X—Radiation Carcinogenesis; and XI—Human 
Data. 


Inclusion of details of the discussions adds to the 
value of this book. Indeed, in some cases the record 
of the discussions proves more important than the 
paper which evokes the discussion. 


This volume will help the worker in the immense 
field of radiobiology keep in touch with some of the 
contributions being made by various investigators all 
over the world. This meeting was attended by about 
250 delegates from 20 different countries and should 
thus have papers representative of many countries. 
Actually, 15 countries were represented in the papers 
printed in the volume. Of a total of approximately 
73 papers published, 8 were from the United States, 
6 from Norway, 6 from Germany, 2 from Russia, and 
33 from England. 


Stuttering. Significant Theories and Therapies 


By Eugene F. Hahn, Second Edition prepared by 
Elise H. Hahn, University of California. 174 pages. 
Stanford: Stanford University Press, 1956. Price $4.00. 


That stuttering is a complex problem and perhaps 
has varied etiological factors is emphasized by Dr. 
Hahn’s compendium. This book is neither for stutter- 
ers themselves, nor is it for the parents of a stutterer, 
but rather is directed toward those professional people 
who are working with, or concerned about the prob- 
lem. 


The book is a compilation of the opinions of twenty- 
six different authors, each having the opportunity to 
present his theory of etiology and his therapy. 

To some readers it may only serve to confuse. To 
the thoughtful student of stuttering, however, it may 
shed insight into the various factors which contribute 
to stuttering, and may be helpful to the therapist in 
altering individual therapy to fit the particular situa- 
tion. So often a student trained in one school of 
thought develops a bias toward practices followed by 
others. This book presents a healthy variety of opinions 
and may serve to develop in the student of stuttering a 
questioning attitude and a search for additional evi- 
dence that eventually will benefit the person with a 
stuttering problem. 

The book also may help the individual who may not 
find it possible to review all of the literature that is 
available on the problem, since the authors incorpor- 
ated in this compilation represent thinking from all 
parts of the world. One cannot read these opinions 
without finding a clear-cut thread of agreement insofar 
as the etiology of stuttering is concerned. When the 
purpose of the editor is understood, the book will 
surely make a notable contribution. 
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Challenges to Contemporary Medicine 


By Alan Gregg, Vice President Emeritus of the 
Rockefeller Foundation. 120 pages. New York: 
Columbia University Press, 1956. Price $3.00. 


This series of five essays by one of America’s most 
stimulating thinkers make delightful reading. In them 
he questions the value with which the American peo- 
ple hold life itself if they begrudge the medical schools 
the cost of preparing doctors to care for ourselves, our 
children and their children. He makes a strong appeal 
for health education so that the people will ask for 
the services of the health profession which in many 
instances is far more adequate than most people are 
getting. He discusses in considerable detail prepay- 
ment plans of medical care and makes it clear that 
he favors voluntary rather than compulsory plans. He 
challenges the methods of the specialty examination 
boards but agrees that their cumulative effect has 
not been bad. The most nearly satisfactory corrective 
for the defects of specialism is group practice says 
Dr. Gregg. 

He makes the strong statement that “the cost of 
medical education is a part of the cost of medical 
care” and observes “the bold fact is that the cost of 
first rate medical care in many of the teaching hos- 
pitals of the United States is being paid by the uni- 
versities” and he further states that “it will be a grim 
day for the future of medical care when prepayment 
plans forget that the cost of education is part of the 
cost of care.” 

The author’s discussion of the natural history of a 
doctor outlines some of the knotty problems in selec- 
tion of medical school candidates, and of those of 
premedical, medical and postgraduate education which 
he seems to regard as a continuation of the same 
process. Throughout this little book the strongest 
appeal is made for more and better teaching and re- 
search. All in all this is a very stimulating and in- 
formative little book. 


Progress in Nuclear Energy 
Series VII. Medical Sciences. Volume 1 


Edited by J. B. Bugher, J. Coursaget, and J. F. 
Loutit. 161 pages. New York: McGraw-Hill Book 
Company, Inc., 1956. Price $6.00 

This volume is an informative one and should prove 
interesting and valuable to all medical men who have 
opportunity to read it. The purpose of the book is 
to present a summary of information in selected sub- 
jects acquired in the many papers and discussions pre- 
sented at the Geneva Conference on Peaceful Uses of 
Atomic Energy. 

The first article deals with “Radioactive Isotopes in 
Medical Diagnosis” by E. H. Belcher and W. V. 
Mayneord. The physical basis of radioactive tissues is 
discussed and methods used for the radioactive assay 
of biologic samples and measurement of uptake of 
radioactive materials in vivo are described. Specifically, 
the following are included: blood volume technics, 
red cell life span, detection and localization of tumors, 
and assessment of functional state of many organs. 

“The Diagnosis and Investigation of Disease with 
Radioactive Isotopes” by Joseph F. Ross is the second 
article. It summarizes studies of the intermediary 
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metabolism of organic and inorganic substances; of 
the metabolism of vitamin B,,; of thyroid function 
and diagnosis; of tracing of tissue antibodies; and of 
the newest methods of epidemiological and public 
health research. 


“Nuclear Radiations for Radiotherapy with External 
Sources” includes discussions by J. S. Mitchell, A. V. 
Kozlova, Marshall Brucer and L. E. Farr. They cover 
the use of Co60, Cs137, Eul52,154, and neutrons. 
Among these, the discussion by Brucer of the ad- 
vantages of Cs137 was most interesting to this reviewer. 

“Radioactive Materials for Internal Therapy” are 
discussed by J. S. Mitchell, John H. Lawrence, A. V. 
Kozlova, J. H. Muller, Andre Chevallier, and V. H. 
Franco. Included in these discussions are the uses of 
radioisotopes in such conditions as multiple myeloma, 
lymphoblastomas, leukemia, polycythemia vera, thyro- 
toxicosis, carcinoma of the thyroid, and ovarian cancer. 
Special emphasis has been given the subject of the 
use of radioactive suspension or colloids such as radio- 
gold. 


More than fifty papers presented at Geneva dealt 
with radiation hazards and their controls. These are 
summarized by W. Binks, Secretary of the Internation- 
al Committee on Radiological Protection. This article 
discusses in detail the factors affecting maximum per- 
missible dose values. These are briefly: critical organs 
or tissues; relative biologic effectiveness of different 
radiations; age of the person; and partial or whole 
body irradiation. The second part of this article deals 
with administrative and legal matters. 


The last two articles are “Health and Safety Activ- 
ities in Reactor and Chemical Processing Plants” by 
A. J. Cipriani and “Dosimetry of Ionizing Radiation” 
by G. Failla. The latter article is not a summary of 
papers given at Geneva but a review of the subject 
of dosimetry pertaining to the determination of tissue 
dose in terms of the rad—the international unit of 
absorbed dose. 


Etiologic Factors in Renal Lithiasis 


Compiled and edited by Arthur J. Butt, M.D. 385 
pages. Springfield, Illinois: Charles C. Thomas, 
Publisher, 1956. Price $12.50. 

This book comprises a valiant attempt to authori- 
tatively present the more recent contributions in con- 
nection with the somewhat controversial and as yet 
unsettled problem of the factors involved in formation 
of urinary calculi. The editor has compiled the work 
of well-qualified authorities engaged in stimulating 
research from divergent angles, each aiming at the 
solitary summit of an explanation of formation of 
calculi. A mass of information and trends in research 
has been brought up to date in a broad, intelligent 
and nondogmatic compilation. The survey of the his- 
tory of calculous disease, oldest in the annals of med- 
icine, is fascinating to read. Discussion of the metab- 
olism of calcium and phosphorus sharply focuses in 
a clear and understandable manner the possible role 
of these electrolytes under normal and morbid condi- 
tions. Chapters are respectively devoted to calcium 
oxalate, uric acid, cystine and sulfonamide concre- 
tions. Renewed interest during the last decade of the 
role of colloids associated with kidney stones has re- 
sulted in dynamic biochemical research. A discussion 
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of the chemistry and clinical applications of this phase 
is presented in detail. The bibliography is complete 
and extensive. There has been no other similar book 
heretofore presented. The urologist, internist, bio- 
chemist, endocrinologist and research worker in calcu- 
lous disease would find this book a valuable reference 
in his library. 


The Early Detection and Prevention of Disease 


Edited by John P. Hubbard, M.D., George S. Pepper, 
Professor of Public Health and Preventive Medicine, 
University of Pennsylvania School of Medicine. 343 
pages. New York: The Blakiston Division, McGraw- 
Hill Book Company, Inc., 1957. Price $7.50. 


Preventive medicine finally achieved official recog- 
nition as a respectable member of the community of 
medical practice when the American College of Phy- 
sicians agreed to sponsor a postgraduate course in 
the early diagnosis and prevention of disease, following 
the suggestion of the Department of Preventive Medi- 
cine and Public Health of the University of Pennsyl- 
vania School of Medicine. To the uninitiated, this 
circumstance may not appear to have very great sig- 
nificance. To those who have long been beating the 
drums for such recognition, the event is of consider- 
able importance. Great credit is due Dr. Hubbard, 
Dr. Roberts and their colleagues for their courage 
in initiating this pioneering effort. 

The course was enthusiastically received, so much 
so, that it was decided to publish selected material 
that had been presented. Since the original discussions 
had been quite informal, a good deal of selection, 
pruning and editing was necessary to bring them to 
the published form. The result is a compilation of 
important material concerning the early detection and 
prevention of a variety of diseases. The contributors 
all are experts in their respective fields and they speak 
with authority. If at times their voices are somewhat 
weak it is because the current status of our knowledge 
does not warrant any shouting from the rooftops. The 
crucial gaps in knowledge of some diseases are pointed 
up by contrast with those about which enough is 
known to apply effective measures of prevention. Our 
ignorance in some areas should act as a stimulus to 
research. Eventually the gaps may be breached. If and 
when they are, the extravagant social and economic 
cost of chronic diseases may be appreciably reduced. 


The Accident Syndrome 


By Morris S. Schulzinger, M.D. 223 pages. Spring- 
field, Illinois: Charles C. Thomas, Publisher, 1956. 
Price $6.50. 

Few physicians will ever have the experience of see- 
ing 35,000 examples of any particular illness. How- 
ever, this book is a report of just such a record. The 
author has compiled the details of the social and med- 
ical background connected with some 35,000 injuries 
occurring in 28,000 individuals during a 28 year period. 
These were not exclusively industrial accidents, but 
accidents of all kinds occurring in the home and the 
community and in places other than the place of work. 
The author has compiled in great detail the epidemio- 
logic characteristics of each of these accidents and his 
report represents a very unique and valuable addition 
to our knowledge of accidents. 
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The data is presented concisely and extremely well 
illustrated by charts and tables. These are of a high 
degree of excellence. 


The author sees the accident syndrome as an en- 
demic affliction of major proportion and he believes 
that the accident problem must be met by a new and 
more aggressive approach directed primarily at the 
individual, because human behavior when confronted 
with sudden decision or danger will frequently de- 
termine whether there will be an accident of a “near 
miss.” He states “foremost is the need for an intensive 
basic research program by teams of clinicians and 
other workers in the related sciences and for an edu- 
cational program aimed at a wider general scope of 
the menace.” 


As a result of his experience he has arrived at the 
point where he can almost predict the conditions 
under which an accident is almost certain to occur, 
and likewise the conditions under which one is very 
unlikely to occur. 


Current Therapy, 1957 


Edited by Howard F. Conn, M.D. 690 pages. Phila- 

delphia: W. B. Saunders Co., 1957. Price $11.00. 

Annually, as this book appears, one can only again 
comment upon the valuable service which Current 
Therapy offers the practitioners of medicine. It offers 
the quickest and simpliest reference to the new things 
which have been accepted as of proven value by 
authorities in the many fields included in the book. 


One can only again say it is an excellent reference 
book for the physician’s desk. 


The Merck Manual of Diagnosis and Therapy. 
Ninth Edition 


By Editorial Board, Dr. Charles E. Lyght, Editor. 
1,833 pages. Rahway, N. J.: Merck and Co., Inc., 
1956. Price $6.75. 

The fact that this book is now in its ninth edition 
proves its success as a brief, ready reference book. 
It has become more or less the house officer's bible, 
if one may judge by the number one sees in pockets 
and instrument bags. As with all compendia one can 
not recommend it to the student or practitioner over 
standard textbooks for complete coverage of a subject. 
Those using the Manual understand this, however. 
Its size makes this such a valuable reference on the 
ward or to be carried in the doctor’s bag. 


The Year Book of Drug Therapy. 
(1956-57 Series) 


Edited by Harry Beckman, M.D., Department of 
Pharmacology, Marquette University Schools of 
Medicine and Dentistry. 476 pages. Chicago: The 
Year Book Publishers, Inc., 1957. Price $6.75. 


In no other place can the physician find these 
selected abstracts relative to new modes of treatment 
or descriptions of unfavorable reactions to drugs, as 
in this annual Review of Drug Therapy. Medical 
literature is so large these days that the busy prac- 
titioner neither has the time nor has available to him 
the many journals from which are abstracted the 
papers which deal with drug therapy. Those who 
have purchased this book annually need not be re- 
minded of its value. 
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Fundamentals of Clinical Fluoroscopy 


By Charles B. Storch, M.D., Associate Attending 

Roentgenologist, Radiodiagnostic Department, Beth- 

El Hospital, Brooklyn. Second Edition, Revised and 

Enlarged. 302 pages. New York: Grune & Stratton, 

1957. Price $8.75. 

The first chapter deals with the mechanics of oper- 
ation, the necessity of careful protection of the patient 
and the operator, and his aides, and the necessity for 
dark adaptation. The remainder of the book is devoted 
to fluoroscopy of the chest, esophagus and stomach, 
small bowel, colon, gallbladder, and a chapter on 
intestinal obstruction. The author leads the reader 
in carefully explained step by step method in the 
mechanism of fluoroscopy and the clinical evaluation 
of the anatomical findings discovered by the pro- 
cedure. The style is simple and easily understood. The 
simplicity of the text makes it particularly valuable 
for the novice, as the fundamental precept of the 
author is that the reader may know absolutely nothing 
about the use of the fluoroscope. It is also stressed 
that fluoroscopic findings must be confirmed by radio- 
graphic demonstration. 


Pelvimetry 


By Herbert Thoms, M.D., Emeritus Professor of 
Obstetrics and Gynecology, Yale University School 
of Medicine. 115 pages. New York: Paul B. Hoeber, 
Inc., 1956. Price $5.00. 

The book is a summary of a long experience in the 
use of x-ray pelvimetry by the Thoms’ method. The 
author is a pioneer in this field, and his development 
of simple equipment and easy technic was very im- 
portant in the establishment of this valuable aid to 
clinical obstetrics. Extensive advice in the clinical 
evaluation of the accurate anatomic measurements to 
determine the management of the patient is given. The 
obstetrician requires the information gained from 
pelvimetry, but his sound clinical judgment is neces- 
sary to use the data to its fullest advantage. 

A description of the x-ray technic employed, varia- 
tions in shape and size of the pelves in the female 
due to racial characteristics, disease, and injuries are 
included. 


Nerve Impulse. Transactions of the 
Fifth Conference, September, 1954 


Edited by David Nachmansohn, M.D., Professor of 
Biochemistry, Columbia University College of Phy- 
sicians and Surgeons, and H. Houston Merritt, M.D., 
Professor of Neurology, Columbia University College 
of Phyisicans and Surgeons. 218 pages. New York: 
Josiah Macy, Jr. Foundation, 1956. Price $4.50. 


This account of the conference on Nerve Impulses 
like other Macy Conference transactions is given in 
the informal conversational style in which the in- 
vestigators report their work and answer a_ barrage 
of questions from their colleagues at the same time. 
It is often difficult to follow the original design of 
the research report because of the interruptions, but 
these are rewarding reading as they stir up ideas and 
get quick replies. But in at least one instance the 
author had to rewrite his presentation and add num- 
erous footnotes. 
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Here will be found discussion of nerve impulses as 
studied in central connections and in long pathways. 
The corticospinal-system is considered and monosy- 
naptic reflex behavior of individual motor neurons 
demonstrated. The remarkable studies on the electro- 
plax of the eel are brought into comparison with the 
classical views of nerve impulses, and the comparative 
approach is illuminating in the study of lobster re- 
ceptor neurons. Some of the concept obtained from 
the lobster study of inhibition as acting on dendritic 
terminals and controlling a “generator potential” is 
quite exciting reading. This is a book for the neuro- 
physiologist or the erudite neurologist rather than 
the general reader. 


Practical Dermatology 


By Samuel M. Peck, M.D., Associate Clinical Pro- 

fessor of Dermatology, Columbia University, with 

Laurence L. Palitz, M.D. 367 pages. New York: 

Landsberger Medical Books, Ind. McGraw-Hill Book 

Co., 1957. Price $7.00. 

If there is a need among general practitioners for 
such a handbook as “Practical Dermatology” purports 
to be, it should be written clearly and precisely, which 
this book is not. 

The price is too high for a superficial, hazy and 
sketchy treatment of dermatology, especially when 
there are adequately comprehensive volumes on this 
subject available at a slightly higher cost. 

Although writing style is at a minimum, the 122 
black and white illustrations are commendable. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Footnotes and 
references should conform to the following style: 


1. Doe, J. E.: What You Should Know 
about It, New England J. Med. 
2433435, 1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher's cost. An 
order form will accompany author's galley proof and should 
be returned with the galley to the Editor. 


Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 


Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 


Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, Empire 
Building, Birmingham 3, Alabama. 
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stetrics and Gynecology, North Carolina Memorial 
Hospital, Chapel Hill, North Carolina 

Dr. Robert F. Monroe, Vice-Chairman, 332 West 
Broadway, Louisville 2, Kentucky 


*Dr. Simon V. Ward, Secretary, 4414 Magnolia Street, 
New Orleans 15, Louisiana 


Section on Ophthalmology and Otolaryngology 
Dr. Sherman B. Forbes, Chairman, 706 Franklin 
Street, Tampa 2, Florida 


*Dr. V. Eugene Holcombe, Chairman-Elect, Suite 214, 
Medical Arts Building, Charleston 1, West Virginia 


*Dr. G. E. McKenzie, Vice-Chairman, 602 duPont 
Building, Miami 32, Florida 


Dr. G. S. Fitz-Hugh, Secretary, 104 East Market 
Street, Charlottesville, Virginia 


Section on Orthopedic and Traumatic Surgery 
Dr. Milton C. Cobey, Chairman, 1726 Eye Street, 
N.W., Suite 814, Washington, D. C. 
Dr. J. Leonard Goldner, Vice-Chairman, Duke Hos- 
pital, Durham, North Carolina 


*Dr. Daniel C. Riordan, Secretary, 1538 Louisiana 
Avenue, New Orleans, Louisiana 


Section on Pathology 
Dr. Gretchen V. Squires, Chairman, 1000 West 
Moreno Street, Pensacola, Florida 


*Dr. W. A. D. Anderson, Vice-Chairman, Jackson Me- 
morial Hospital, Miami 36, Florida 


Dr. Oscar B. Hunter, Jr., Secretary, 915 19th Street, 
N.W., Washington 6, D. C. 


Section on Pediatrics 


Dr. Nelson K. Ordway, Chairman, Department of 
Pediatrics, University of North Carolina School of 
Medicine, Chapel Hill, North Carolina 

*Dr. Wesley S. Nock, Vice-Chairman, 273 Alhambra 
Circle, Coral Gables, Florida 

Dr. Blair E. Batson, Secretary, Department of Pediat- 
rics, University Medical Center, Jackson, Mississippi 
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Section on Physical Medicine and Rehabilitation 


Dr. A. B. C. Knudson, Chairman, Physical Medicine 

& Rehabilitation Service, Department of Medicine 
and Surgery, Veterans Administration Central Of- 
fice, Room 958, Washington 25, D. C. 

Dr. Oscar O. Selke, Jr., Vice-Chairman, 1203 Ross 
Sterling Avenue, Hermann Hospital Building, 
Houston 25, Texas 

*Dr. Herbert W. Park, Secretary, Department of 
Physical Medicine & Rehabilitation, Medical Col- 
lege of Virginia, Richmond 19, Virginia 

Section on Proctology 

Dr. J. Wade Harris, Chairman, 907 Hermann Pro- 
fessional Building, Houston 25, Texas 

*Dr. Ralph F. Allen, Vice-Chairman, 401 Coral Way, 
Coral Gables, Florida 


*Dr. Francis J. Burns, Secretary, 4660 Maryland Ave- 
nue, St. Louis 8, Missouri 


Section on Public Health 

Dr. Walter P. Gardiner, Chairman, 507 Carondelet 
Street, New Orleans 12, Louisiana 

*Dr. Gerald E. McDaniel, Vice-Chairman, State Board 
of Health, Columbia, South Carolina 

Dr. William W. Schottstaedt, Secretary, University of 
Oklahoma School of Medicine, 800 N.E. 13th Street, 
Oklahoma City 4, Oklahoma 


Section on Radiology 


Dr. Jesshill Love, Chairman, St. Joseph Infirmary. 
Louisville 8, Kentucky 
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*Dr. John Day Peake, Vice-Chairman, Mobile In- 
firmary, P. O. Box 4097, Mobile, Alabama 

Dr. Ted F. Leigh, Secretary, Emory University Clinic, 
Emory University, Georgia 


Section on Surgery 


Dr. Robert W. Bartlett, Chairman, 500 The Doctors 
Building, St. Louis 8, Missouri 

*Dr. Murray M. Copeland, Vice-Chairman, George- 
town University Medical Center, Washington 7, 
D. C. 

*Dr. Arthur I. Chenoweth, Secretary, 2618 Tenth 
Avenue, South, Birmingham 5, Alabama 


Section on Urology 


*Dr. Charles Rieser, Chairman, 819 Cypress Street, 
N.E., Atlanta 8, Georgia 

*Dr. William P. Herbst, Vice-Chairman, 1801 Eye 
Street, N. W., #314, Washington 6, D. C. ; 

Dr. H. King Wade, Jr., Secretary, Wade Clinic, 231 
Central Avenue, Hot Springs, Arkansas 


Committee on Problems of the Aging 


Dr. R. Lomax Wells, Chairman, 725 13th Street, N.W.,, 


Washington 5, D. C. 

Dr. Henry B. Nulholland, University of Virginia 
Hospital, Charlottesville, Virginia 

Dr. Edward M. Krusen, Jr., 3500 Gaston Avenue, 
Dallas, Texas 


*New Officers—Elected Washington Meeting, 1956. 
** (Deceased) 


The Association announces with deep regret the recent death of Dr. Ralph F. 


Allen, Coral Gables, Vice-Chairman of the Section on Proctology. 
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HOTEL RESERVATION FORM 


51st ANNUAL MEETING 


Miami Beach, Florida 


November 11, 12, 13, 14, 1957 


All Activities in Municipal Auditorium 


(See other side for application form) 


A—Municipal Auditorium 
1—Algiers 
2—Promenade 
3—Surfside Plaza 
4—Traymore 

5—Roney Plaza 

6—Sea Gull 


7—Pickwick 

8—Cromwell 

9—Town House 

10—Shore Club 

11—Nautilus \ 
12—Shelborne 

13—Raleigh 

14—Richmond 

15—South Seas 
16—Seacomber-Surfcomber 
17—Ritz Plaza 
18—Delano q 
19—National 

20—Sagamore 

21—di Lido 

22—San Juan 
23—Gale 


24—Claremont 
25—Catalina 
26—Maxine 


| 


AT&ANTIC OCEAN 


APPLICATION FOR HOTEL ACCOMMODATIONS 
Southern Medical Association Meeting, Miami Beach, November 11, 12, 13 and 14, 1957 


A Housing Bureau has been established for your convenience in making hotel reservations in Miami Beach 
for the forthcoming meeting of the Southern Medical Association. Comparable room rates are listed. Use the 
reservation blank below. Please specify your first, second and third choice hotel. All requests for reservations 
should give: (1) anticipated date and hour of arrival; (2) date and approximate hour of departure; and 
(3) names and addresses of all persons who will occupy the accommodations. ALL RESERVATIONS SHOULD 
BE CLEARED THROUGH THE HOUSING BUREAU. Since all requests for rooms will be handled in 
chronological order, you should mail your application as early as possible. All reservations will be confirmed. 
If you do not use your reservation, be sure to cancel at least 48 hours prior to arrival date. Otherwise, one 
day's room charge will be made. 


TWIN BEDDED ROOM 


Hotel One Occupant Two Occupants Suite 


HOUSING BUREAU 

SOUTHERN MEDICAL ASSOCIATION 
P. O. Box 1511 

Miami Beach, Florida 


Please reserve the following accommodations for me for the Southern Medical Association Meeting: 


Kind of Accommodations Desired 


Hotel Preference Twin-bedded Room: 


Departure Date 


THE NAME OF EACH HOTEL GUEST MUST BE LISTED. Include the names of all persons for whom you 
are requesting reservations and who will occupy the room (s): 


Name of Occupant (s) Address 


Individual Requesting Reservations If the hotels of your choice are unable to accept 
your reservation, the Housing Bureau will make 
as good a reservation as possible eleswhere. 
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*‘Metamucil does both!” 


Metamucil stimulates normal peristalsis 
and produces soft, easy stools. 
“Smoothage” management with 
Metamucil may be continued as long as 


desired in every type of constipation. 


METAMUCIL 


psyllium hydrophilic mucilloid with dextrose 
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folds, accompanied by 
and itching of 3 years’ duration. 
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A natural 


biochemical treatment 


for your problem 
of PRURITUS ANI- 


TOPICAL AMINO ACID THERAPY 
Immediate and prolonged relief ... Inherent safety 


AFTER 


peri- Same case after treatment with Hydro- 


fissured and 
whitened anal folds. 


98% Effective’ and Why — 

Recent observations on the pruritogenic 
effects of proteolytic enzymes have focused 
new interest on the value of proteins and 
amino acids in pruritus ani. 

Using selected amino acids—Hydrolamins 
—Bodkin and Ferguson! obtained relief in 
98% of pruritus ani cases. McGivney* 
states that practically all his patients have 
had immediate relief. 

Hydrolamins offers a protective stainless 
biochemical barrier to irritating enzymes 
and also weutralizes alkaline irritants 
seeping from the anal canal. 


100% Safe and Why — 

Being biochemical in character and having 
a pH of around 6, Hydrolamins harmo- 
nizes with the skin, does not—unlike the 
“caines” and steroids—tend to cause 
treatment dermatitis or sensitization — in 
a word is SAFE. 


Hydrolamins is, therefore, indicated in the topical treatment of— 


Pruritus Ani et Vulvae © Fissures © Diaper Rash ¢ Anal Irritations and 
Erythemas ¢ Pinworm Pruritus ¢ lleostomy and Colostomy Irritations 


SUPPLIED: 1 oz. and 2.5 oz. tubes. 


Pharmaceutical Company ° 


Chicago 14, Illinois 


1. Bodkin, L. G., and Ferguson, E. A., Jr: Am. J. Digest. Dis. 18:59 (Feb.) 1951. 2. Arthur, R. P., and Shelley, 
W. B.: J. Invest. Derm. 25:341 (Nov.) 1955. 3. McGivney, J.: Texas J. Med. 47.770 (Nov.) 1951. 


five 
dent 
bool 
Phy. 
mol 


50 

ve 

Fo 

the 

bo 

al 

on 

wil 

we 

wel 

of the 

ana and whitening ‘Note healing inflamed, 

the 


VOLUME 50 


The amazing story of the healing art — 


MAGIC, MYTH 
AND MEDICINE 


By D. T. Atkinson, Sc.D., M.C., LL.D. 
of San Antonio, Texas 


Foreword by Dr. Max Thorek, Founder 


International College of Surgeons 


In his brilliant Foreword, Dr. Max Thorek presents 
the reasons why both doctors and laymen will find this 
book fascinating: 


“Any book about the medical profession, whether it is 
a novel, a biography, an informative treatise in popular 
form, or, as in the case of Dr. Atkinson’s Magic, Myth 
and Medicine, a history of the healer’s art from the dawn 
of science to the present hour, is sure to be well and 
widely read. When the scholar’s wisdom is combined 
with the storyteller’s art, the result is fascination—a 
fascination no less magic, in its way, than the primitive 
arts with which Dr. Atkinson deals so ably. 


“Magic, Myth and Medicine has the sound ring of 
truth. Much study has gone into it, and, we believe, 
much enjoyment also. Dr. Atkinson is to be congrat- 
ulated on his success in marshaling the great procession 
so effectively in comparatively compact form. His book, 
we predict, will find a wide and appreciative audience 
outside the profession. And inside it—well, one may as 
well say, doctors love doctors too!” 


DONALD T. ATKINSON of San Antonio, 
Texas, is a member of the American Medical 
Association and a Fellow of the American Col- 
lege of Surgeons, the International College of 
Surgeons, and the Royal Academy of Medicine 
in Ireland. In 1947 he was awarded a medal of 
merit from the University of Florence for his 
original researches, as well as a life membership 
in the National Surgical Society of Italy. On 
the subjects in this book, Dr. Atkinson has done research on all 
five continents and has personally investigated almost every inci- 
dent mentioned. Dr. Atkinson has written numerous essays and 
books, including Great Medical Innovations, Life Sketches of Great 
Physicians, and others dealing with his special field of ophthal- 
mology. 


SOUTHERN MEDICAL JOURNAL 


Ask for MAGIC, MYTH AND MEDICINE at your bookstore 
or order from THE WORLD PUBLISHING COMPANY, Cleveland 2, Ohio 


320 pages, 

558 x 8%, 

cloth bound, 
$5.00 


PRAISE FROM THE CRITICS: 


“For the medical historian there will be 
nothing new in these pages but for the 
medical student and the busy physician 
not versed in medical lore there is much 
delightful reading. ...Even those with a 
keen interest in and a better than aver- 
age knowledge of medical historical affairs 
will be pleasantly surprised by the num- 
ber of ‘pearls’ to be uncovered.”—South- 
ern Medical Journal 


“Dr. Atkinson has performed a great serv- 
ice to the medical profession by writing 
this book. . .. He tells the scientifically 
accurate history of medicine in a simple, 
concise manner that reads as easily as a 
novel. This book is highly recommended, 
for patient as well as doctor.”—Texas 
State Journal of Medicine 


“A fine survey that will please both lay 
reader and scientist—the former because 
the story is always fascinating, the latter 
because many of the incidents reported 
here are not included in the standard 
histories of medicine. Magic, Myth and 
Medicine is a worthy addition to the 
library of popular medical writings, in 
the vein of such books as Rats, Lice and 
History and Devils, Drugs and Doctors.”— 
The New York Times Book Review 


“A polished and engaging labor of love 
by a doctor who writes exceedingly well.” 
—United Press 


“The volume documents vividly the un- 
ceasing battle of the human mind against 
the fetters of suffering and dogma.”— 
New York Herald Tribune Book Review 


“Dr. Atkinson has the skill of a historian, 
with the added knack of knowing how to 
tell a story well.’—Chicago Tribune 


52 SOUTHERN MEDICAL JOURNAL SEPTEMBER 1957 


Both vial and Oral Adapter for Medihaler preparations 
are improved: The 10cc. vial for all Medihaler medica- 
tions is now made of shatterproof stainless steel. The 
Oral Adapter is shorter, handier to use. New combination 


package includes Oral Adapter for patient’s first prescrip- 
fl S Mma tion. No need for carrying case. 


Medihaler-EPI° Riker brand epinephrine bitartrate, 

and other 7.0 mg. per cc., suspended inert, 
vehicle. no Each 0.15 mg. 

i i ine. 10cc. tal vi i - 
allergic states — eg ine. in cc. me vial with measured 


Indicated for quick relief of bronchospasm of any origin 
—asthma, bronchiectasis, emphysema. 

Acts more rapidly than subcutaneous epinephrine in 
acute allergic reactions. 


Medihaler- Iso Riker brand isoproterenol sulfate, 2.0 
mg. per cc., suspended in an inert, nontoxic aerosol vehicle. 
Contains no alcohol. Each measured dose 0.06 mg. actual 
isoproterenol. In 10cc. metal vial with measured-dose valve. 

Unsurpassed for rapid relief of bronchospasm of any 
origin—asthma, bronchiectasis, emphysema. 


SMALLER...MORE CONVENIENT...SHATTERPROOF...EVER-READY 


SIMPLER TO USE...RAPID, PROLONGED RELIEF...SAFE FOR CHILDREN TOO 


The same automatic measured-dose principle which has made Medihaler famous. Uniform particle size. 
Always spillproof, leakproof; constant dosage. Now also shatterproof, and with smaller sterilizable, 
unbreakable Oral Adapter. Nothing to pour or measure. Prescribe Medihaler medication with Oral 
Adapter on first prescription. REFILLS AVAILABLE WITHOUT ORAL ADAPTER. 


The Medihaler Principle 
is also available in Medihaler-Phen™ (phenylephrine-hydrocortisone- 


neomycin) for lasting, effective relief of 
nasal congestion. 


Riker LOS ANGELES 
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DRY, SCALY SKIN 
DETERGENT RASH 
SUNBURN 

SIMPLE ECZEMA 
DIAPER RASH 
‘DISHPAN’ HANDS 
PRICKLY HEAT 


CHAFING Superficial skin com- 


plaints usually respond 
dramatically to 
TASHAN CREAM ‘Roche’ 


Antiprurient, soothing, and healing— 
contains vitamins A, D, E, and d-Panthenol, 
in a cosmetically pleasing water-soluble 
base which fastidious patients will enjoy 
using. Hoffmann-La Roche Inc., Nutley, N. J. 


TASHAN** 
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natural and aqueous... 


Aquasol A-C-D dro 


superior activity — provides all immediately 


utilizable physiologically active isomers 


of natural vitamin A — together with complete natural 


vitamin D complex, a superior antirachitic. 


superior utilization — more rapid and 


complete absorption assured by providing oily 


vitamins in aqueous solution. 


superior in taste — an exceptionally 
delicious candy-like flavor — free from 
fish taste or odor. 


superior toleration — specially 
processed to remove allergenic 
and non-vitamin factors of fish liver oil. 


superior convenience — mixes readily 
with milk or formulas; may be given with 
foods or directly on tongue. 


Each 0.6 cc. of Aquasol A-C-D Drops provides: 


Vitamin A* (natural)... 5000 U.S.P. Units 
Vitamin D* (natural)... 1000 U.S.P. Units 
*oil-soluble vitamins made water-soluble with sorethytan 


esters; protected by U. S. Patent 2,417,299, owned and 
controlled by U. S. Vitamin Corporation. 


In bottles of 15 cc. and 30 cc. with dropper. 


Samples on Request. 


u. s. vitamin corporation 
(Arlington-Funk Laboratories, division) 
250 East 43rd Street, New York 17, N. Y. 


100% 
natural vitamins 
A and D 
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tic Ointment 


first clears the wound of tissue debris by proteolytic 

enzymatic digestion...then cleans the wound of infection by 
positive antibiotic action. 
trypsin/chymotrypsin/bacitracin/polymyxin 

CLEANED WOUNDS HEAL...AND FASTER 
in any breach of the skin surface, faster healing will result 
from application of Tryptar Antibiotic Ointment. 

Tryptar Antibiotic Ointment is safe, virtually non- 


sensitizing, and does not affect living tissue. 


THE ARMOUR LABORATORIES 
=A DIVISION OF ARMOUR AND COMPANY + KANKAKEE, ILLINOIS 


Ss are dirty... 
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e improves cerebral 
blood flow? 


e reserpine raises the 
threshold of emotional 
response... stifles neu- 
rogenic aggravation of 
the disease 


increases cardiac effi- 
ciency... may arrest the 
progress of vascular 
damage!’ 


improves renal 
blood flow ved 


acting in concert®. .. to control the entire 
syndrome of essential hypertension 


Unitensen-R combines cryptenamine and reserpine which “act in 
concert” to treat the hypertensive patient as a whole. When given 
together these components produce a far better therapeutic effect 
than when given separately. Successful therapy is usually maintained 
with dosages well below those producing side effects. 


Each gray-coated Unitensen-R tablet contains: 
Cryptenamine (tannates) .......... 1.0 mg. 
Dosage: | tablet t.i.d. 

For prescription economy, prescribe in 50’s. 


To serve your patients today—call your pharmacist for any addi- 
tional information you may need to help you prescribe Unitensen-R. 


1. Finnerty, F. A.: Am. J. Med. 17: 629, 1954. 2. 
McCall, M. L.; Sass, D. K.; Wagstaff, C., and Cut- 
ler, J.: Obst. & Gynec. 6: 297, 1955. 3. Cohen, B. 
M.; Cross, E. B., and Johnson, W.: Am. Pract. & 
Digest Treat. 6: 1030, 1955. 


UNITENSEN-) 


IRWIN, NEISLER & CO. DECATUR, ILLINOIS 
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Potent ANTISECRETORY + ANTICHOLINERGIC + SEDATIVE 


bromid 


control a and hyper- 
Spasmolysis. and prolonged 


Peptic or 2 three cr 


= Functional an rganic Control 
ont 
» 
Bae, 
5 
: retiet. Tranquility witnout drowsiness. 
i 
reg. US. Pat. Of. 


Coating 
with 


FAST “ACTING REACTIVE) po 


in conjunction with€rea mal 


Protective coating and mild 
astringent effect of CREAMALIN 
promote healing of peptic ulcer. 


Inhibition of 
vagus nerve by 
MONODRAL with 
MEBARAL results in 
reduction of acidity 
and hypermotility 


DOSE: 
From 2 to 4 teaspoonfuls Creamalim liquic 
or from 2 to 4 Cream@lin tamests 
chewed) every two to four hours, with 


Beomatin liquid — 8 and 16 
Geamalir: tablets — bettles.of 50 
small criount of water orymilk, 


RATOE 
motin fhrond of olurninum lpdraside gel), Mor {Prand of YORK 18 


of mephebertitel), Pah OFF 


PIONEER ALUMINUM HY DR | 
| 
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a just one specific 
therapeutic purpose 


to curb the appetite 
of the overweight patient 


PRELUDIN mokes reducing: 


Effective because it provides potent appetite suppres- 
sion, while minimizing the undesirable effects on the 
central nervous system which may be encountered 
with certain other weight-reducing agents." 


Comfortable because it virtually eliminates nervous 
tension, palpitations and loss of sleep.? 


Notably safe because it is not likely to aggravate 
coexisting conditions, such as diabetes, hypertension 
or chronic cardiac disease.? 

References: (1) Holt, J.O.S.,Jr.: Dallas M. J. 42:497, 1956. (2) Gelvin, 


; E. P.; McGavack, T. H., and Kenigsberg, S.: Am. J. Digest. Dis. 1: 155, 
1956. (3) Natenshon, A. L.: Am. Pract. & — Treat. 7:1456, 1956. 


Precuoin® (brand of ph hloride). Scored, square, 
pink tablets of 25 mg. Under license from C. H. Boehringer Sohn, 
Ingelheim. 


Ardsley, New York 
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Continued from page 1200 


TEXAS 


The Grayson County Medical Society announces the 
second Blackford Memorial Lectureship which will py 
held November 5, 1957, in Denison, Texas. The gues 
speakers will be: Dr. Conrad G. Collins, professor of 
obstetrics & gynecology, New Orleans, Louisiana: p; 
J. R. Maxfield, Jr., radiologist, Dallas; and Dr. Edgay 
J. Poth, professor of surgery, Galveston. 

Dr. Merton M. Minter, San Antonio, was recently 
elected chairman of the Board of Governors of South 
west Foundation for Research and Education. 

Dr. Henry Hoskins, San Antonio, was recently mac 
governor for Texas of the American College of Ches, 
Physicians. Dr. George R. Herrmann, Galveston, fo 
mer governor, was made regent of the college. 

Dr. Paul Burow, Killeen, was recently elected presi 
dent of the Mid- Texas Heart Association. 


Dr. Pearl Matthaei-Stabbert. San Antonio. was re 


Continued on page 74 


CLASSIFIED ADVERTISEMENTS 


FOR SALE TO CLOSE ESTATE—I Hugh Young 
Urological X-ray table with 100 milliampere Kelley 
Koett generator, with high voltage tube and cables, 
$900.00; 2 X-ray cabinets, 88.00) each: Lead-lined 
chest, $25.00; 1 Carton X-ray film, $15.00; 1 Urological 
table with controls and tube, $5100.00; 1 X-ray view 
box, $15.00; 1 War surplus X-ray, $50.00. Various evs 
tocopes and other medical equipment. See, call or 
write, R. M. Parker, Hamilton National Bank, Chatta 
nooga, Tennessee. 


WAN PED—Ophthalmologist: or as associate 
in large practice. Want to relinquish office. Nothing 
to buy. Contact HP c/o SMJ. 


FOR SALE—Government Surplus, Medical and Hos 
pital equipment, very reasonable. Contact \. H 
Smullian Company, 346 Peachtree Street, N.E., At 
lanta, Georgia. 


RADIUM FOR SALE—Formerly used by Gynecologist. 
85 mg. in seven platinum tubes. Contact DM c/o SMJ. 


WAN TED—General Practitioner, Location near D. C. 
in Maryland. Ninety-five per cent income, office and 
hospital. One thousand dollars ($1,000.00) per month 
with additional percentage. Send information in first 
letter. Contact EJ c/o SMf. 


LOCATION WANTED—Certified General Surgeon, 
competent in thoracic surgery and endoscopy would 
like to consider opportunities for an active surgical 
practice in a pleasant community where he and bis 
family of three small sons may enjoy good living. 
Details available and personal interview arranged 
Contact SR c/o SMJ. 


4 
should drift down \ Sa 
— 
 . 
NITRANITOL 
with 
_ Dosage: In blood pressures over 200 sys- 
tolic, 2 tablets four times daily. In other 
_ cases, 1 or 2 tablets every four to six 
Merrell 
York - cincinnati - St. Thomas, Ontaric 
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“ Gives little boys big appetites 


CYANOCOBALAMIN (CRYSTALLINE VITAMIN Bie) 


When appetites lag, REDISOL as a dietary supplement will 
often stimulate new interest in food. Weight gain follows in- 
— creased food intake. Cherry-flavored REDISOL Elixir and sol- 
uble REDISOL Tablets readily mix with liquids. 


ung 


le MERCK SHARP & DOHME 
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TULANE UNIVERSIT 
SCHOOL OF MEDICINE C I T Y V I E Ww 
pea Surgical Planing in 
= Dermatology October 17-19, 1957 
Tulane Medical Alumni Study ‘ a) 

Club (Homecoming) October 25, 1957 S A N I | A RI [ M 
Os- 

H Cardiology December 2-6, 1957 

At Diagnostic Radiology January 23-24, 1958 

Infectious Diseases 
of the Eve January 13-17, 1958 : ¥ ‘ 
Bist. Rhinoplastic Surgery February 3-8, 1958 For the diagnosis and treatment of 
MJ. 
| Pediatric Orthopedics February 24-28, 1958 nervous and mental disorders, and 
ee (by invitation) March 24-28, 1958 addiction to alcohol and drugs. 
nth Gynecology for Specialists .. July, 1958 
inst 
For detailed information write Established 1907 

>On, 
DIRECTOR 
_ DIVISION OF GRADUATE NASHVILLE, TENNESSEE 
ing. MEDICINE 

me 1430 Tulane Ave. New Orleans 12, La. 
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In treatment and eradication of pinworms and round- 
worms, clinical investigators found Vermizine notably 
effective. 


Oxyuricidal properties of Vermizine’s principal ingre- — 


dient— Piperazine Gluconate—accomplish rapid reduction 
and elimination of infestations, both in children and adults. 
Well-tolerated; low in toxicity. No untoward effects. 


Pleasing Strawberry Flavor 
Invites Acceptance 


Compounded in a pleasing strawberry-flavored syrup, 
Vermizine is highly acceptable—even to small children. 


Supplied: Gallons, Pints, 8-0z. Bottles. 


CHICAGO PHARMACAL COMPANY 


5547 N. Ravenswood Ave., Chicago 40, lilinois 
Pacific Coast Branch 
381 Eleventh St, Son Francisco, Colif. 
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SYRUP 


Orange Flavor. Each 
* teaspoonful (5 cc.) con- 
tains 125 mg. of 


TETRACYCLINE BUFFERED WITH PHOSPHATE tetracycline, phosphate- 
buffered. Bottles of 

E ; 2 and 16 fi. oz. 


LIQUID 
PEDIATRIC 


_| DROPS 
ACH RO MYC! Nx\ * Cherry Flavor. Each cc. 


TETRACYCLINE BUFFERED WITH PHOSPHATE contains | 100 me. of 
tetracycline, phosphate- 


buffered. (Approx. 5 mg. 
per drop). 10 cc. plastic 
dropper-type bottle. 


FLUID 
aqueous, freely miscible, 
ready-to-use, no refrigeration 


FLAVOR 
taste-true orange flavor, 
does not fade or go fiat 


FASTER ACTION 
earlier therapeutic blood 
levels, remarkable freedom 
from side effects 


REMEMBER THE WHEN SPECIFYING 
_ New phosphate-buffered ACHROMYCIN V is the faster-acting 
oral form of ACHROMYCIN Tetracycline, chemically con- ACHROMYCIN V dosage: 
ditioned for greater antibiotic absorption/faster broad- 6-7 mg. per Ib. of 
spectrum action. body weight per day. 


a> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY. PEARL RIVER, N. Y. 
*Reg. U. S. Pat. Off. 
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DISORDE 


ecretion of more bile is the most 
important therapeutic indication. 


Remington* says: “Bile salts are extensively 
employed in various types of hepatic disorders 
. .. The choleretic action is of value... 
for removing small calculi inhibiting the 
flow of bile through the common duct.” 


CHOLOGESTIN is the effective choleretic 
that increases both the volume of bile and its 

content of bile salts. Thus it overcomes 

the inspissation which leads to gallstones. 


CHOLEGESTIN contains salicylated bile 
extract combined with pancreatin 
and sodium bicarbonate. Dosage, 1 tablespoonful 
in cold water after meals. TABLOGESTIN, 
3 tablets equivalent to 1 tablespoonful 
of Chologestin. 


*Practice of Pharmacy, 
llth ed., 1956, p. 704. 


F. H. STRONG COMPANY 


112 W. 42nd Street New York 36, N. Y. SMJ-9 : 
Please send me free sample of TABLOGESTIN together with | 
literature on CHOLOGESTIN. | 
city... 


SOS 
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pigitalts 


in its completeness 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
A Boston, 18, Mass, 


{Trad 


| 
= 
| 
& c 
RS 
| 
A 
| 
| Digitalis 
‘ (Davies, Rose) 
0.1 Gram 
1% grains) 
| CAUTION: FPederei 
tion. 
! 
! 


park fTrademark, oleandomycin tetracycline 


For the 
greatest 
potential value 

and the 


least probable risk 


‘SIGNEMYCIN 


4} OLEANDOMYCIN TETRACYCLINE-PHOSPHATE BUFFERED 


als 


multi-spectrum potentiated therapy 
buffered for higher, faster antibiotic levels 
...adds new certainty in antibiotic ther- 
apy... particularly for that 90° of the 
patient population treated at home or office 
when susceptibility testing is not 
practical— 

Supplied: 

SIGNEMYCIN V CAPSULES containing 250 mg. (ole- 
andomycin 83 mg., tetracycline 167 mg.), phos- 
phate buffered. Bottles of 16 and 100. 
SIGNEMYCIN* CAPSULES — 250 mg. (oleandomycin 
83 mg., tetracycline 167 mg.), bottles of 16 and 
100; 100 mg. (oleandomycin 33 mg., tetracycline 
67 mg.), bottles of 25 and 100. 

SIGNEMYCIN FOR ORAL SUSPENSION —1.5 Gm., 125 
mg. per 5 ce. teaspoonful (oleandomycin 42 mg., 
tetracycline 83 mg.), mint flavored, bottles of 2 oz. 
SIGNEMYCIN INTRAVENOUS — 500 mg. vials (olean- 
domycin 166 mg., tetracycline 334 mg.), and 250 
mg. vials (oleandomycin 83 mg., tetracycline 167 
mg.); buffered with ascorbic acid. 


Pfi zer PrizeER LABORATORIES, Brooklyn 6, N. Y. 
Division, Chas. Pfizer & Co., Ine. 


World leader in antibiotic development and production 
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1s imperative to treat all 
urinary tract infections in 
one that may involve the 
renal parenchyma and produce 


“an effective urinary antibacterial agent in children.” 


In children, since “chronic urinary infection is generally the sequel of inade- 
quately treated acute infection,”* prompt and adequate therapy with FURADANTIN 
can prevent irreparable renal damage. FURADANTIN also “has been a safe and 
effective therapeutic and prophylactic drug for chronic urinary tract infection. 
_.. We feel the drug should be continued prophylactically for a minimum of 
several months after the urine has been sterilized.” 


FURADANTIN has “yielded a number of striking results in clearing up resistant 
infections [in children] particularly with A. aerogenes, Pseudomonas aeruginosa, 
and a few cases of B. proteus. It is generally well tolerated in the recommended 
dosage schedule.”* 


In the treatment of Proteus infections, ““FURADANTIN Pediatric Suspension [Oral 
Suspension] 1 teaspoonful four times daily, is the most satisfactory medication, 
if tolerated. . . . It can be given over a long period without ill effects and is 
excreted in large amounts in the urine.”® In one study, FURADANTIN proved much 
more effective than any other drug used previously in the treatment of Proteus 
infections. “We feel that this is especially important since P. vulgaris infections 
occur rather commonly in infants and children.” 


In addition to unexcelled effectiveness against a wide range of gram-positive 
and gram-negative bacteria, FURADANTIN has a wide margin of safety. Well toler- 
ated, FURADANTIN has proven nontoxic to kidneys, liver and blood-forming or- 
gans. No cases of monilial superinfection, crystalluria, or staphylococcic enteritis 
have ever been reported. In 6 years of extensive use, development of bacterial 
resistance remains negligible. 


AVERAGE FURADANTIN DOSAGE 
FURADANTIN ORAL SUSPENSION (25 mg. per 5 cc. tsp.) : Average daily dose for children 

between 15 and 75 lbs., using 5 cc. teaspoon, is given below. Administered 4 times daily 

with food or milk, it is readily miscible with water, infants’ formulae, milk or fruit juices. 

15-24 lbs. (7-10 Kg.) | 25-49 lbs. (11-22 Kg.) | 50-74 lbs. (23-33 Kg.) | 75 lbs. (34 Kg.) 

% teaspoonful q.i.d. | 1 teaspoonful q.i.d. 2 teaspoonfuls q.i.d. | 3 teaspoonfuls q.i.d. 
Supplied: Bottle of 60 cc. 


PURADANTIN TABLETS: Average dose for children is 5 to 7 mg. per Kg. (2.3 to 3.2 mg. 
per Ib.) in 4 divided doses daily. 


Supplied: Tablets of 50 mg. and 100 mg., bottles of 25 and 100. 


NOW for hospitalized patients, for severe urinary tract infections when 
peroral administration of FURADANTIN is not feasible and for serious 
infections as septicemia (bacteremia) when the bacterium is sensitive. 


new, uresavine FURADANTIN Intravenous Solution 


REFERENCES: 1. Marshall, M., Jr., and Johnson, S. H., III.: J. Urol., Balt. 76:123, 1956. 2. Johnson, S. H., 
Hii, and Marshall, M. Jr.: A. M. A. Am. J. Dis. Child. 89:199, 1955. 3. Campbell, M. F.: Modern Med. 
4:85, 1956. 4. Engel, W. J.: Med. Clin. N. America, p. 965 (July) 1955. 5. Carroll, G.: Pediat. Clin. N. 
America, p. 781 (Aug.) 1955. 


PURADANTIN SENSI-DISCS 
for bacterial sensitivity tests are available from Baltimore Biological Laboratories. 


NITROFURANS ...a new class of antimicrobials .. . 
neither antibiotics nor sulfonamides 


EATON LABORATORIES, NORWICH, N. ¥., 
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ULTRASOUND, 


ESTED AND FOUND 
BENEFICIAL 


BURDICK UT-1 
ULTRASONIC UNIT 


Clinical reports, both here and abroad, have 
been in agreement on the value of ultrasound 
in the following conditions: 
Traumatic Injuries * Osteoarthritis * Periarthritis 
Fibrositis * Painful Neuroma * Rheumatoid Arthritis 
Bursitis * Radiculitis * Scars 
A compilation of detailed clinical reports and 
ultrasound technics is available upon request 
from the Burdick Corporation. 
The Burdick UT-1 Ultrasonic therapy unit is a 
tested result of pioneering in this field. It fea- 
tures a coupling signal that warns when con- 
tact is inadequate for effective treatment. The 
right-angled applicator and flexible cable add 
ease to operation. Burdick also has a smaller, 
portable machine — the UT-4. We will be happy 
to demonstrate both machines to you at your 


convenience. 
complete service facilities for all 


Burdick equipment. 


THE BURDICK CORPORATION 
MILTON, WISCONSIN 
Branch Offices: Chicago ® New York 
Regional Representatives: 
Atlanta ® Cleveland ® Los Angeles 


The UT-1 and UT-4 are sold 
through 296 qualified medical sup- 
ply houses throughout the United 
States. Over 1,500 Burdick sales 
representatives are backed by 
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Fortified Digestive Enzymes 
WITH ANTISPASMODIC 


Convertin-H fortifies gastric and 
pancreatic enzymes to aid digestion, 
and supplies an effective antispas- 
modic to combat the spasm. 


Composition: 
Each Convertin-H tablet contains: 


In sugar-coated outer layer 


Homatropine Methylbromide...... 2.5 mg. 
Betaine Hydrochloride.......... 130.0 mg. 
(providing 5 minims diluted Hydrochloric 

Acid U.S.P.) 
Oleoresin Ginger............... 1/600 gr. 
In enteric-coated inner core 
Pancreatin (4x U.S.P.).......... 62.5 mg. 
(equiv. to Pancreatin U.S.P. 250 mg.) 
Desoxycholic Acid.............. 50.0 mg. 


Dose: 1 or 2 tablets with or just after meals. 
Supplied: In bottles of 84 and 500 tablets. 


send for samples 
B. F. Ascher & Co., Inc. 
Ethical Medicinals 
KANSAS CITY, MO. 
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'Thorazine’ relieved 
this patient’s severe 
anxiety and helped 
her to gain insight. 


| “No X-ray 


sees my 
cancer.”’ 


*,..nothing 


stops 
my pain.”’ 


- “‘THORAZINE’ CASE REPORT 


patient: 60-year-old female. After death of relative from cancer, patient 
developed severe epigastric pain, was convinced pain was due 
to hidden malignancy which defied the X-ray. Her pain was 
unresponsive to antispasmodics. Her severe cancerphobia was 
untouched by sedatives and she refused psychotherapy. 


response: Complete relief from pain was obtained after two weeks of 
‘Thorazine’ (25 mg. q.i.d.). Dosage was gradually decreased over 
the next two months to a 25 mg. tablet on retiring. 
Patient then stated she “knew all the time it wasn’t cancer.” 
‘Thorazine’ was instrumental in providing both relief and insight 
when “many drugs and attempts at reassurance had failed.” 


This case report is from the files of the patient’s physician; photo profes- 
sionally posed. 


MO. THORAZINE* one of the fundamental drugs in medicine 


hlor ine, S.K.F. 
a cone ) Smith, Kline & French Laboratories, Philadelphia 


*T.M. Reg. ULS. Pat. Off. 
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Introducing 


A New Dimension in Therapy of Chronic Disorders 


In chronic “fatigue,” malnutrition, anorexia, the meno- 
pause, premenstrual tension — 


In arthritis, ulcerative colitis, neoplasms, certain derma- 
toses, delayed wound healing — 


depression and discouragement are frequent 
concomitants which may magnify symptoms 
and hinder recovery. 


WHENEVER DEPRESSION AND APATHY ARE PART OF THE PIC- 
TURE, MARSILID IS UNPARALLELED IN ITS PSYCHIC EFFECT. 
MARSILID IS NEITHER A “TRANQUILIZER” NOR A PSYCHOMO- 
TOR STIMULANT IN THE USUAL SENSE. IT POSSESSES UNIQUE 
PSYCHODYNAMIC ACTIVITY, WITH A REMARKABLE POTENTIAL 
FOR RESTORING THE JOY OF LIVING TO DEPRESSED AND 
DEVITALIZED INDIVIDUALS. 


VOLUME 50 SOUTHERN MEDICAL JOURNAL 


__ FOR EXAMPLE: In rheumatoid arthritis, “the first response” of 


patients treated with MarsiLip “was a gradual increase 
in their generalized sense of well-being. Patients who for- 
merly were depressed began to smile faintly, to show inter- 
est in their immediate surroundings, and presently to note 
an improvement in appetite. Many patients commented 
that they were beginning to feel as they had before they 
developed rheumatoid arthritis. Although joint pain and 
swelling were still present, these joint manifestations ap- 
peared to be tolerated better and were less a cause for 


concern... 


Scherbel, A. L.: Cleveland Clinic Quarterly 24:90 (April) 1957 


the psychic energizer 


ARSILID 


(iproniazid) ‘Roche’ 


Unlike the usual psychomotor stimulants, Marsilid induces a feeling 
of healthy well-being rather than fleeting euphoria, does not produce 
motor restlessness or irritability, does not depress but usually stimulates 
appetite, does not elevate but may lower blood pressure. In malnutri- 
tion and delayed wound healing, it appears to have anabolic effects. 
Marsilid is an isopropyl derivative of isonicotinic acid hydrazide, an 
amine-oxidase inhibitor with apparently unique effect as a regulator of 
serotonin and other neurotropic enzyme activity. 


For complete references and information concerning dosage, indica- 
tions, and contraindications, write V. D. Mattia, Jr., M.D., Director of 
Medical Information, Hoffmann-La Roche Inc., Nutley 10, New Jersey. 
MARSILID® PHOSPHATE — brand of iproniazid phosphate 


Supplied in scored tablets of 50 mg, 25 mg and 10 mg 


Original Research in Medicine and Chemistry 
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CLINICAL RESULTS... 


in the therapy of many disorders have steadily 
improved as nutrition of the patient has been 
enhanced, with special attention to optimal 
levels of the entire vitamin B complex and bio- 
logically complete protein—as in VITA-FOOD 
genuine Brewers’ Yeast, which also supplies 
essential minerals, lipotropic and other factors; 


and is highly digestible even by severely depleted 


patients. 


When you prescribe, specify 


VITA-FOOD 


TUCKER HOSPITAL, INC. NEW ORLEANS 
212 West Franklin ACADEMY OF OPHTHALMOLOGY 


RICHMOND, VIRGINIA 
The Eighth Annual meeting of the 


New Orleans Academy of Ophthal- 
mology will be held in New Or- 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- i 
‘ ; : leans in the Roosevelt Hotel— 
cal acne Hospital and out-patient February 24-28, 1958, featuring 
“Symposium on Uveitis.” The regis- 


tration fee of $75.00 includes as- 
(Organic diseases of wed vennoren system, phe sociate membership in the Academy 
neuroses, psychosomatic disorders, mood disturb- 


ances, social adjustment problems, involutional for the year of 1958, as well as all 


reactions and selective psychotic and alcoholic other features of the convention. 

problems.) Hotel reservations should be made 
early by writing directly to the Ex- 

Dr. Howarp R. Masrers Dr. JAMES ASA SHIELD z 

Dr. Weir M. Tucker Dr. Georce S. Funrz, Jr. ecutive Secretary, P. O. Box 469, 


Dr. Ametia G. Woop De. Ropert K. Wittiams New Orleans, Louisiana. 


VITA-FOOD 
yeast 
ane 
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In Skeletal Muscle Spasm 


‘ 


*, . . Disipal is an orally effective and safe 
antispasmodic drug. Results are prompt, 
and gratifying to the patient. The number of 
office visits . . . is reduced significantly. The 
dosage schedule is simple, and side actions 
are minimal . . ” 
Finch, J.W.: Clinical Trial of Orphena- 


drine (Disipal) in Skeletal Muscle Dis- 
orders. To be published. 


"Brand of Orphenadrine HCI 


ADVANTAGES 


Speedy relief of muscle spasm 
Orally effective 

Relatively long-acting 
Minimal side actions 
Mildly euphoric 
Nonsoporific 

Tolerance no problem 

No known organic contra- 


“Tn a series of 176 patients... a valuable 
adjunct to therapy .. . a highly selective 
action .. . that cannot be duplicated by 
any other current remedy . . . effective 
as a euphoriant . . . and as an energizing 


Seema agent against weakness, fatigue, ady- 
namia, and akinesia . . . potent action 
INDICATIONS against sialorrhea, diaphoresis, oculo- 
Parkinsonism gyria, and blepharospasm . . . also lessens 


rigidity and tremor . . . harmless . . . 


Muscle spasm due to 
minimal side-reactions . . . safe... even 


Sprains 
Strains in cases complicated by glaucoma. 
Herniated interver- Doshay, L.J., and Constabl 3 Te of Paralysis Agitans 
tebral disc with Orphenadrine (Disipal) Hydrochloride: Results in One 
many oe Hundred Seventy-Six Cases, J.A.M.A, 163:1352 (Apr. 13) 1957. 
ow back pain 
Whiplash injuries 


Noninflammatory rheumatic 
and arthritic states 
Torticollis 


*Trademark of Brocades-Stheeman & Pharmacia. 
U.S. Patent No. 2,567,351. Other patents pending. 


Dosage: 1 tablet (50 mg.) t.i.d. In Park- n 
insonism, when used in combination with 
other drugs, smaller dosage may suffice. apenis 
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If you could 


why this remarkable "new way in x-ray" 
machine has come so far so fast. 


: isit is with a user of the Picker Anatomatic 
\ Century x-ray unit you'd soon know 


=> 
He'd probably tell you first how incredibly easy it is to use 
q C\ (just dial the body part and set its thickness... 
\S then press the button). He might sigh with 
relief at having no charts to consult, no 
N calculations to make (the anatomatic 


SS principle does all the tedious "figgerin" 
A) for you). 


Ny — 
He'd probably show you how good “ 


a radiograph he gets every time a 


He might even touch on the peace-of-mind 
that comes of having a local Picker 
office so near, with-a trained Picker 
expert always on call for help and counsel 


and there'd be no mistaking 
the light in his eye when it 
falls an the handsome big-name 
unit whose fine appearance 
adds so much to the 
impressiveness of his office. 


P.S. Somewhere along the line the matter of price would 

come up ... he'd most likely comment on how little he paid 
to get so much. Or he might even be among those who rent 
their x-ray machine (Picker has an attractive rental plan, 


you know). 


P.P.S. Next best thing is to call your local Picker man in and 
let him tell you about this great new machine (find him in your 
"phone book) or write Picker X-Ray Corporation, 25 South Broadway, 
White Plains, N. Y. 


in 
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’ 
‘Times Square’s targest 
sign isn’t big enough to cover all the 
pages of scientific reports published on 


GANTRISIN. 


The efficacy of GANTRISIN as an anti- 
bacterial agent is recognized everywhere. 
Of its ten forms it can be said that each 
provides an action against infections that 
is decisive, rapid, enduring and, above 
all, safe. 
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LIPO GANTRISIN 


“ROCHE’ 


provides therapeutic blood levels of time-proved Gantrisin 
around-the-clock—with only two doses daily 


DESCRIPTION: 


Lipo Gantrisin should be considered for use in many systemic and urinary tract infec. 
tions because it provides: 


1. the time-proved wide-spectrum antibacterial action of Gantrisin in a 
stable, free-flowing homogenized emulsion 


2. convenience of therapeutic blood levels for 24 hours with just two daily 
doses 
3. delicious taste that assures wide acceptance by children and adults 


4. no need for forced fluids...no danger of renal blocking or secondary 
fungus growth 


INDICATIONS: 

Systemic and urinary tract infections due to streptococci, staphylococci, pneumococci, 
H. influenzae, K. pneumoniae, meningococci, E. coli, B. proteus, B. pyocyaneus, A. aero- 
genes, B. paracolon and Alcaligenes fecalis. 


DOSAGE: 
Children: teaspoonfuls every 12 hours 
20 Ibs 1 CAUTION: 
40 Ibs 1¥2 The usual precautions in sulfona- 
60 Ibs 2 mide therapy should be observed. 
80 Ibs 3 
Adults: 4 
SUPPLIED: 


Lipo Gantrisin Acetyl, containing 20 per cent Gantrisin (1 Gm per 5 cc in the form of 
Gantrisin Acetyl), in a palatable, readily digestible homogenized emulsion that prolongs 
the action of the drug. In bottles of 4 and 16 oz. 


Lipo Gantrisin* Acetyl — brand of acetyl sulfisoxazole in vegetable oil emulsion 


HOFFMANN - LA ROCHE INC + NUTLEY «+ N. J. 


vi 


VOLUME 50 SOUTHERN MEDICAL JOURNAL 73 


iE) Men Constantly on Their Feet... 
sin physiologically prone to hemorrhoids 
PNS 
SUPPOSITORIES 
combine 
na three outstanding, 
dependable therapeutic agents: 
RELIEVE PAIN P P a8 
ally P ontocaine® hydrochloride 10 mg. 
REDUCE SWELLING N eo-Synephrine® hydrochloride ............ 5 mg. 
® 
PROTECT AGAINST INFECTION hydrochloride 200 mg. 
fa Bismuth subgallate 100 mg. 
. Balsam of Peru 50 mg. 
— in a cacao butter base — 
Supplied in boxes of 12. 
CCi, 
ero- LABORATORIES 
NEW YORK 18, N.Y. * WINDSOR, ONT. 
ona- 
ved. 
' As an added measure to promote 
i: rectal comfort, add MUCILOSE® 


to the patient's diet. 

This lubricating, nonirritating 
bulk laxative will keep stool 
consistency soft and 

PNS, Pontocaine (brand of tetracaine), Neo-Synephrine facilitate evacuation. 


(brand of phenylephrine), Sulfamylon (brand of mafenide) 
and Mucilose, trademarks reg. U. S. Pat. Off. 
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Continued from page 58 


cently honored by the local chapter of Theta Sign, 
Phi, women’s professional journalism fraternity, 
the outstanding professional woman in the area, 


a 


Dr. William S$. Derrick, Houston, recently receive 
the Alumni Achievement Award for 1957 from George 
Washington University. 

Drs. Milton R. Hejtmancik, Galveston; C. J. Quin 
tanilla, Harlingen; and Katherine H. K. Hsu an 
Peron O. Jones, Houston, recently received certificate 
of fellowship in the American College of Chey 
Physicians. 


VIRGINIA 


The Gill Memorial Eye, Ear and Throat Hospital 
Roanoke, will hold its Thirty-First Annual Spring 
Congress in Ophthalmology and allied specialties April 
14 through April 19, 1958. Among the guest speaker 
invited to participate are: Dr. David B. Allman, presi 
dent, American Medical Association, Atlantic City 
New Jersey; Dr. Edwin N. Broyles, Baltimore, Mar 
land; Dr. John F. Conley, New York, New York; Dr. 
George Crile, Jr., Cleveland Clinic, Cleveland, Ohio; 
Dr. Fred W. Dixon, Cleveland, Ohio; Dr. Gehard 
Domagk, Germany; Dr. Leon Goldman, Cincinnati 
Ohio; Dr. Roscoe J. Kennedy, Cleveland Clinic, Cleve- 
land, Ohio; Dr. Perrin H. Long, Brooklyn, New York; 
Dr. S. C. Missal, Cleveland, Ohio; Dr. C. Stewart Nash, 
Rochester, New York; Dr. Edward W. D. Norton, New 
York, New York; Dr. Donald M. Shafer, New York, 


Continued on page 84 


Allen’s 
INVALID HOME 


ESTABLISHED 1890 


MILLEDGEVILLE, GEORGIA 
For the treatment of 


NERVOUS AND 
MENTAL DISEASES 


Ground 600 Acres — Buildings, Brick 


Fireproof — Comfortable — Convenient 


Site High and Healthful 


E. W. ALLEN, M.D. H. D. ALLEN, M.D. 


DEPARTMENT FOR MEN DEPARTMENT FOR WOMEN 


Terms Reasonable 


4 4 4 
; 
to lic, 2 tab sts four times daily. In other. 
cases, 1 or 2 tablets every four to six 
urs. Supplied: Bottles of 100 and 1, 


igma 


& 
a. 
eived 
POT gE 


Juin 

and 
cates 
Chest 
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BRAWNER’S SANITARIUM 


(ESTABLISHED 1910) 
SMYRNA, GEORGIA 
SUBURB OF ATLANTA 
FOR THE TREATMENT OF 
PSYCHIATRIC ILLNESSES AND 


PROBLEMS OF ADDICTION 


Psychotherapy, Convulsive Therapy, Recreational and 
Occupational Therapy 
Modern Facilities 


MEMBER 


Georgia Hospital Association, American Hospital Association, 
National Association of Private Psychiatric Hospitals 


Jas. N. BRAwNER, JR., M.D. F, Brawner, M.D. 
Medical Director Associate Director 
P. O. BOX 218 Phone 5-4486 


the first thought for pain relief 


Prescribe 1/20 gr. DILAUDID HCI Tablets or Ampules for Prompt Relief of Pain 


e Pain relief without hypnosis 
® Smooth, quick action 


e Minimum of side effects 
e An opiate, may be habit forming 


*Dilaudid is subject to Federal narcotic regulations. 
Dilaudid®, brand of Dihydromorphinone, a product of E. Bilhuber, Inc. 


BILHUBER-KNOLL CORP. distributor NEW 
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A PRIVATE 


James K. Morrow, M.D. 
Tuomas E. Painter, M.D. 
Ciara K. Dickinson, M.D. 


Bluefield Mental Health Center 
525 Bland St., Bluefield, W. Va. 
David M. Wayne, M.D. 


SAINT ALBANS 
P ic 


S¥YCHIATR 
RADFORD, VIRGINIA 


Ptrrast 


<< 


STAFF 


James P. Kinc, M.D. 
Director 


Daniet D. Cures, M.D. 
James L. Cuitwoop, M.D. 
Medical Consultant 


Affiliated Clinics: 
Beckley Menta] Health Center 
20714 McCreery St. 
Beckley, W Va. 
W. E. Wilkinson, M.D. 


Harlan Mental Health Center 
Harlan, Ky. 
C. H. Crudden, M.D. 


Out-Patient Clinic and Offices 


James A. Becton, M.D. 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


HILL CREST SANITARIUM 
Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 
AND ADDICTION PROBLEMS 


James Keen Ward, M.D. 
Phones WO 1-1151 and WO 1-1152 
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when you want 
Broad - Spectrum 


Benefits... 


When you want extended antibacterial coverage with high 
relative safety, consider PEN-VEE suLFas. Consider how it 
permits you to reserve the conventional broad-spectrum 
antibiotics for the resistant infections specifically requiring 
them. Consider PEN-VEE sULFAS because it unites penicillin 


V and sulfapyrimidines for potent complementary action. 
f Prescribe it for wide antimicrobial attack in mixed infec- 


tions and those not readily diagnosed. 


Supplied: PEN- VEE SULFAS Tablets, bottles of 36. Each 
tablet contains 90 mg. (150,000 units) of penicillin V, 
0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. 
PEN- VEE SULFAS for Suspension, bottles of 2 fl. oz. upon 
reconstitution. Each 5-ce. teaspoonful after reconstitu- 
tion contains 90 mg. (150,000 units) of benzathine pen- 
icillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of 
sulfamerazine. 


Philadelphia 1, Pa, 


SULFAS 


Tablets: Penicillin V (Phenoxymethy] Penicillin) and Sulfonamides 


For Suspension: Benzathine Penicillin V and Sulfonamides 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 
(The Pioneer Post-Graduate Medical Institute in America) 


OBSTETRICS and GYNECOLOGY 


A two months full-time course. In Obstetrics: lectures 
prenatal clinics; attending normal and operative deliv 
eries; detailed instruction in operative obstetrics (mani- 
kin). X-ray diagnosis in obstetrics and gynecology. 
Care of the newborn. In Gynecology: lectures: touch 
clinics; witnessing operations; examination of patients 
pre-operativelvy; follow-up in wards  post-operatively. 
Obstetrical and gynecological pathology. Culdoscopy. 
Studies in sterility. Anesthesiology. Attendance at 
conferences in obstetrics and gynecology. Operative 
gynecology on the cadaver. 


PRACTICAL 
ELECTROCARDIOGRAPHY 


A two weeks part time elementary course for the prac- 
titioner based upon an understanding of electrophysio- 
logic principles. Standard, unipolar and _ precordial 
electrocardiography of the normal heart. Bundle 
branch block, ventricular hypertrophy and myocardial 
infarction considered from clinical as well as electro- 
cardiographic viewpoints. Diagnosis of arrhythmias of 
clinical significance will be emphasized. Attendance at, 
and participation in, sessions of actual reading of routine 
hospital electrocardiograms. 


PROCTOLOGY and 
GASTROENTEROLOGY 


A two months combined course comprising attendance 
at clinics and lectures; instruction in examination, diag- 
nosis and treatment; pathology, radiology, anatomy, 
operative proctology on the cadaver, anesthesiology, wit- 
nessing operations, examination of patients pre-opera- 
tively and post-operatively in the wards and Clinics; 
attendance at departmental and general conferences. 


ANATOMY—SURGICAL 


a. ANATOMY COURSE for those interested in pre- 
paring for Surgical Board Examination. This includes 
lectures and demonstrations together with supervised 
dissection on the cadaver. 

b. SURGICAL ANATOMY for those interested in 
a general refresher course. This includes lectures with 
demonstrations on the dissected cadaver. Practical ana- 
tomical application is emphasized. 

c. OPERATIVE SURGERY (cadaver). Lectures on 
applied anatomy and surgical technique of operative 
procedures. Matriculants perform operative procedures 
on cadaver under supervision. 

d. REGIONAL ANATOMY for those interested in 
preparing for Subspecialty Board Examinations. 


For Information about these and other courses Address 


THE DEAN, 345 WEST 50th STREET, NEW YORK 19, N. Y. 


MISERABLE 


Phenaphen Plus is the physician-requested each coated tablet contains: Ph h 
combination of Phenaphen, plus an anti- Phenacetin (3 gr.) . 
histaminic and a nasal decongestant. 


4 
Available on prescription only. a 


194.0 mg. 
Acetylsalicylic Acid (2% gr.) 162.0 mg. 
Phenobarbital (4% gr.) . . . 16.2 mg. 


Hyoscyamine Sulfate 0.031 mg. 
plus 
Prophenpyridamine Maleate . . 12.5 mg. 


Phenylephrine Hydrochloride . 10.0 mg. 
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PSORIASIS 


Proved Clinically Effective Oral Therapy — 


maintenance regimen may keep patients lesion- free. 


COMPLETE LITERATURE AND REPRINTS 
UPON REQUEST. JUST SEND AN Rx BLANK. 


IPAN 


LIPAN bg contain: & I 
prepared highly activated, desic- Cc 

cated and defatted whole Pancreas: Pp J Y O-, nc. 
bar HCl, 1.5 mg. Vitamin D, WATERBURY. CONN. 


Available: Bottles 180’s, 500’s. 


©Copyright 1956 Spirt & Co. 
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For anxiety, tension 
and muscle spasm 
in everyday practice. 


a well suited for prolonged therapy 
w well tolerated, relatively nontoxic 
ws no blood dyscrasias, liver toxicity, 
Parkinson-like syndrome or nasal 
stuffiness 

ws chemically unrelated to phenothiazine 
compounds and rauwolfia 

derivatives 

a orally effective within 30 minutes 
for a period of 6 hours 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate—U. S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 


LABORATORIES, New Brunswick, N. J: 
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WALLACE 
LABORATORIES CM-5108 
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now “... care of the man 


controls 


gastrointestinal dysfunction 
at cerebral and peripheral levels 


tranquilization without 
barbiturate loginess 


spasmolysis without 
belladonna-like side effects 


pnal ulcer e gastric ulcer e intestinal colic 
and irritable colon ileitis esophageal spasm 
G. 1. symptoms of anxiety states 


Formula: 


Miltown® ( meprobamate ) 
400 mg. (2-methyl-2- n- 
propyl-1, 3- propanediol 
dicarbamate) 

U. S. Patent 2,724,720 
tridihexethy! iodide 25 mg. 


(3-diethylamino - 1 - cyclohexyl- 
1 - phenyl - 1 - propanol-ethiodide) 2. Wolf & Wolff, Human Gastric Function 


Literature, samples, and 
personally imprinted peptic ulcer 


WALLACE LABORATORIES New Brunswick, N.J. diet booklets on request. 


7 
291 
than merely his stomach. 


THE ORIGINAL FECAL SOFTENER 


IN CONSTIPATION 


Surface 55.0 : 
Tension 
Units 
45.0) 
= Clinical and physicochemical research have 
2 40.0; ; established the optimal dosage for complete fecal 
a 35.0 softening. At a dosage of 240 mg. of dioctyl 
3 ab sodium sulfosuccinate once daily, surface tension 
eae 30.0- lowering and homogenization reach the 
bo maximum effective level (average daily excretion 
5 25.04 - 150-200 Gm.!). The chart indicates the need for 
2 a daily dosage of 240 mg. and substantiates the 
< 20.05 fact that no increase in fecal softening can be 
5 obtained from additional quantities. 
15.0; 
3 
10.0- 
5.04 
Vv 
0 —— 
0.1 0.2. 03 - 04 0.5 


Doxinate Concentration 
1. Best & Taylor, The Physiological Basis of Medical Practice, 6th Ed. 


a 


ONE CAPSULE DAILY 
| provides 


MAXIMUM EFFECTIVENESS 
with 


PATIENT CONVENIENCE 
and ECONOMY 


In The Interest of Medicine Since 1870 


Lloyd ,; BROTHERS INC., CINCINNATI, OHIO 
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Continued from page 74 


New York; Dr. Benjamin H. Shuster, Philadelphia, 
Pennsylvania; Dr. Byron Smith, New York, New York; 
Dr. Richard C. Troutman, Brooklyn, New York; Dr. 
Henry Wagener, Mayo Clinic, Rochester, Minnesota; 
Dr. Frank Walsh, Baltimore, Maryland; Dr. James W. 
Watts, Washington, D. C.; Dr. Lorenz Zimmerman, 
Armed Forces Institute of Pathology, Walter Reed 
Medical Center, Washington, D. C.; and Dr. J. V. 
Nicholls, Montreal, Canada. 


The First Annual Medical Department Symposium 
for Combined Armed Forces Medical Department Re- 
serve Officers under the auspices of the Commandant, 
Fifth Naval District, will be held at the U. S. Naval 
Hospital, Portsmouth, Virginia, October 16-18, 1957. 
Ihe three day program will have as its theme “Ad- 
vances in Operational Military Medicine.” 

The meeting on the first day will be conducted at 
the U.S. Naval Hospital with a special afternoon pro- 
gram at the U. S. Naval Dental Clinic, Naval Station, 
Norfolk, Virginia, for members of the Nurse Corps 
and of the Medical Service Corps. The meeting on 
the second day, held at the Fleet Training Center, 
U. S. Naval Base, Norfolk, Virginia, will be high- 
lighted by a talk on “Advances in Medical Defense 
Against Thermonuclear Injuries” by Rear Admiral 
Charles F. Behrens, MC, USN, Retired. Lectures on 
the third day will be held at the U. S. Naval Hospital, 
Portsmouth, Virginia. 

Dr. Eugene Grether was recently elected president 
of the Alexandria Medical Society. Other officers in- 
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clude Dr. James M. Moss as president-elect; Dr. Wil- 
liam J. Weaver, treasurer; and Dr. H. Glenn Thomp- 
son, as secretary. 

Dr. William G. Puryear, South Boston, was recently 
elected president of the Halifax County Society. Dr, 
Warren C. Hagood, Clover, is the new secretary. 

Dr. Donald Myers, Hot Springs, was recently elected 
president of the Alleghany-Bath Medical Society. Dr. 
R. P. Hawkins, Jr., Clifton Forge, is the new secretary. 

Dr. Malcolm H. Harris, West Point, was recently 
installed as president of the Virginia Academy of Gen- 
eral Practice. Other officers include Dr. Fletcher J]. 
Wright, Jr., Petersburg, as vice-president; Dr. Russell 
G. McAllister, Richmond, as secretary; and Dr. William 
A. Young, Richmond, as treasurer. 


Dr. Baxter I. Bell was recently honored for his forty 
years of community service to Williamsburg. 

Newly elected officers of the Virginia Heart As- 
sociation are Dr, George S. Grier III, Newport News, 
was named president-elect; Dr. Margaret Glendy, 
Roanoke, as vice-president; and Dr. S. K. Ames, Cape 
Charles, was elected to board of directors. 


Dr. Hugh H. Trout, Jr., Roanoke, was recently 
named general vice-chairman of the Central YMCA 
completion fund campaign. 

Dr. Charles J. Frankel, Jr., Charlottesville, recently 
received a bachelor of laws degree from the University 
of Virginia. 

Dr. Charles L. Savage, Waynesboro, was recently 
elected president of the Valley Mental Health Center. 


OW 


Simplified dosage* 
to prevent 
Angina Pectoris 


VMetamine 


Triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


Sustained 


*Usual dose: Just 1 tablet upon arising and one before the evening meal. Bottles 
of 50 tablets. THos. LEEMING & Co., INc., 155 East 44th Street, N.Y. 17, N.Y. 


vol 


= 
1 tablet 
all day : N 
all night 
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and allergic rhinitis, sinusitis, nasopharyngitis 
Total Area Decongestion 


Actual 
Vest-Pocket Size 


Stainless steel vial 


Provides at least 200 
identical inhalations 


Shatterproof, 
leakproof, 
spillproof 


Gentle aerosol-pro- 
pelled vapor 


Tissue-compatible 
medication 


Measured-dose 
valve prevents hap- 
hazard dosage and 
waste 


Maximal! effect from 
small dosage 


Safe for children too 


Sterilizable, removable 
unbreakable plastic nasal 
adapter 


-Pronged Attack’ 
ANTI-INFLAMMATORY | 


DECONGESTIVE 


— 
= 
Effective... Safe.. 
VASOCONSTRICTIVE 
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Takes the 
guesswork 
out of thyroid 
replacement 
therapy 


TRIONINE’ 


dl-triiodothyronine ‘Roche’ 
a new metabolic accelerator 


For more prompt and definitive results in hypometabolic states arising 
from (1) thyroid hypofunction or (2) impaired utilization of thyroid 
hormone at the tissue level 


TRIONINE ‘Roche’ is pure, synthetic triiodothyronine, the ultimate metabo- 
lite of thyroglobulin which acts at the tissue-cell level. 


Advantages: 

FASTER RESPONSE— Unlike desiccated thyroid, thyroglobulin or thy- 
roxin, the metabolic effects of TRIONINE are 
manifested within 24 to 72 hours. The consist- 
ency of its action merits the use of TRIONINE 
for diagnostic purposes in borderline cases. 


RAPID ELIMINATION — Following withdrawal. therapeutic action ceases 
with equal rapidity. Consequently, toxicity due 
to cumulative effects or overdosage is unlikely. 


CONSISTENT, PREDICTABLE RESPONSE—TRIONINE is a pure crystal- 
line chemical of unvarying composition. Con- 
stant response from a given dose is assured. 


Fifty micrograms of TRIONINE are approximately equal 
in calorigenic activity to 1% grains desiccated thyroid, 
USP. 


HOFFMANN -LA ROCHE INC + NUTLEY, N. J. 
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CARROL TURNER 
Memphis, Tennessee, Route 10, Box 288 


Carrol C. Turner, B.S., M.D., F.A.C.P. Alfred D. Mueller, Ph.B., Ph.M., M.A., Ph.D. 
Neuropsychiatry Clinical Psychology 
Miss Margaret Hyde, B.A. 
Psychological Examiner 


For the Diagnosis and Treatment of Mental and Nervous Diseases 


Located on the Raleigh-LaGrange Road, five miles east of the city limit—accessible to U. S. 
Highway 70 (Bristol Highway) 

Situated on a ninety acre tract of wooded land and rolling fields, the environment is conducive 
to amelioration of the symptoms of emotionally disturbed patients. 

Modernly equipped with adequate facilities for physical and hydrotherapy, electro-shock, 
and insulin therapy 

Special emphasis is laid on recreational and occupational therapy 

Adequate nursing personnel assures individual attention to each patient. 

The main building and hospital department of the Sanatorium is shown above 


FAIRFIELD 


Our convalescent home is 
located on the Sanatorium 
Grounds 


The home is especially de- 
signed and fitted for the 
care of elderly people. 
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Quauity /Researcn / NTEGRITY 


when your findings include 
anemia 


TRINSICON 


(Hematinic Concentrate with Intrinsic Factor, Lilly) 


Just 2 Pulvules ‘Trinsicon’ 


(daily dose) provide: 
Special Liver-Stomach 
Concentrate, Lilly 

(containing Intrinsic 


actor)........ 300 mg. 


Vitamin By: with 
Intrinsic Factor 
Concentrate, U.S.P. 
1 U.S.P. unit (oral) 
Vitamin Activity 


Concentrate, 
15 meg. 
Ferrous Sulfate, 
Anhydrous..... 600 mg. 
Ascorbic Acid.... 150 mg. 
Folic Acid....... 2 mg. 


serves a vital function 
in your total therapy 


Potent “Trinsicon’ offers complete and conven- 
ient oral therapy; provides therapeutic quanti- 
ties of all known hematinic factors. Just two 
Pulvules “Trinsicon’ daily produce a standard 
response in the average uncomplicated case of 
pernicious anemia (and related megaloblastic 
anemias) and provide at least an average dose 
of iron for hypochromic anemias, including nutri- 
tional deficiency types. 


Available in bottles of 60 and 500. 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 6, INDIANA, U.S.A. 


719079 
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his physician prescribed 


BENYLIN' 


EXPECTORANT 


BENYLIN EXPECTORANT contains 
in each fluidounce: 


Benadryl® hydrochloride (diphenhydramine 
hydrochloride, Parke-Davis) . . . . 80mg. 

Ammonium chloride... . 

Sodium citrate... . 

Chloroform 

Menthol . 

Alcohol) 

supplied: BENYLIN EXPECTORANT 


is available in 16-ounce 
and 1-gallon bottles. 
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PARKE, DAVIS & COMPANY: DETROIT, MICHIGAN 50103 mie 


